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I. INTRODUCTION

General Information

Part of the human condition is the process of dying,
culminating in death. Much of the world's literature, such as
the Koran and Bible, and many of the world's authors, such as
Milton and Shakespeare, make the point that from the moment of
birth man starts the journey toward death.l Serious inquiry
into this process of death, however, has been avoided by most

2

with a few notable exceptions. The most famous of these

studies has been the recaent On Death and Dying by Elizabeth

Kubler-Ross. Her work has sparked a renewed willingness to be in-
volved in the process of dying by assisting with the associated
problems affecting both the individual and the individual's sup-
port group.3 This willingness to confront the various aspects

of death has lead to the development of such new service areas as
grief counsellng for family members, aid in the preparation of
living wills, and the development of the hospice concept.4

Within the civilian community the usefulness of such programs and
services is well established. By December 1982 there were more
than 700 hospice programs operating in the United States.5 The
military community has not yet embraced these as either useful or
necessary as evidenced by the lack of such services.

It is important to remember that what drives the mili-

tary system is the requirements of the active duty population and




their needs for programs and services that will assist in the
maintenance of a strong and able force. Because of this, the
needs and the requirements of other beneficiaries of military
programs and services, such as retired military individuals and
their dependents, are often overlooked. The development of a
hospice program by the medical care delivery system of the mili-
tary may be one such area.

The average age of the population of the United States
has been gradually increasing. With this has been a correspond-

6 The

ing increase in the aged population (those 65 or over).
diseases that now account for the highest percentages of deaths
are not the acute, short duration disease processes but the long
duration terminal processes. Primary among these are the various
cancers and related disorders that proceed through a relatively
predictable course. Just as an increasing percentage of members
of the civilian community are afflicted by these processes, so
are the many individuals entitled to care at military facili-
ties.7 Many of these individuals are treated for long periods

as inpatients in military facilities. While on the surface this
may seem inefficient, some examinations of cost-to-benefit have
determined that this may be perhaps a more effective utilization
of resources than an alternate type plan sucn as hospice if new

staff members were required.a' 9

Cursory examination of the
magnitude of the need and of the available resources and con-
siderations such as a teaching mission, geographical limitations,

regulatory constraints, lack of interest and a host of other




factors may have caused the situation that we now see in the
military, little or no movement toward implementation of the
hospice concept.

Conditions Which Prompted the Study

The lack of hospice concept application to the military
community and lack of movement toward serious consideration of
the benefits to possible program participants in light of the
increase in civilian community involvement is worth examination.
(It should be noted that the one documentable example of a mili-
tary medical treatment facility attempting to establish a hospice
did not receive the sanction of higher headquarters. In this
case the military treatment facility was the hospital at Fort
Leonard Wood, Missouri, and the higher headquarters was Health
Services Command. The lack of sanctioning was evidenced by
Health Services Command's disapproval of a Request for Approval
for Formal Establishment of the Hospice Care Program at General
Leonard Wood Army Community Hospital. This disapproval was is-
sued 15 December 1981, for the Commander, and signed by the Chief
of Staff, HSC.) 1In the recent past there has been a steady
growth in the number of individuals who are eligible for mili-~
tarily provided medical care. Increasingly, these individuals
are congregating in communities around military medical centers.
Many of these individuals could possibly benefit directly from
hospice care. Other family members, such as married sons or
daughters who would otherwise be ineligible for militarily

provided care, would benefit indirectly from some of the




ancillary professionals serving on a hospice team. In the past
when attempts to apply a cost to benefit equation to hospice care
have been made, many intangible benefits have been left out.
Additionally, it appears that many believe only the aged become
terminally ill and could possibly benefit from a hospice or simi-
lar supportive care organization. This is not the case., Many
children and young adults are stricken with terminal disorders.
They, too, can benefit from hospice type care.lo
Fitzsimons Army Medical Center has no well defined
geographic area of support or large active duty troop concentra-
tion on which to draw its patients. It does, however, serve a
considerable retired population and a large active duty Air Force
population in the Denver-Aurora, Colorado, area. Over the last
tive years there uas been an averaye of 245.4 hosgpital deaths per
year. Calendar year 1982 was somewhat lower than average with
229 hospital deaths., A survey of the most recent 18 months, 1
October 1981 through 31 March 1983, disclosed that tlhiere were 321
hospital deaths. 1Infant deaths (those individuals less than
seven months of age) accounted for 26 of the records viewed
leaving a net 295 deaths studied. Of this number 141 of these
individuals could have been classified into a terminal patient
category. The basis of this determination was provided by physi-
cians from the Denver Veterans Administration Medical Center who
used the diagnosis as to cause of death on the death certificate
as a primary indicator if the person would not have been respon-

sive to curative therapy for at least two months prior to




death.11

By using this classification 47.8 percent of the
hospital deaths at Fitzsimons over the past 18 months could have
been classed as terminal. The average age of all deaths at
Fitzsimons of the 295 records that were examined was 58.3 years.
The average age of those classified as terminal was 58.1 years.

Records for the period 1 October 1981 through 31 Decem-
ber 1982 were examined to determine several variables. This
particular group of records was selected because records with a
later date were not all complete or later hospital records had
not been incorporated with previous records. The variables that
were examined were the number of admissions, the longest stay for
one admission, the total bed days for all admissions, the average
days per admission and the length of stay during the last admis-
sion. During this time period 112 patients were in the group
that would havz> been classified as terminal. Of these 102 were
examined. The remaining 10 were records from patients residing
outside the ncrmal geographic boundaries serviced by the MEDCEN
who had been transported in from another military Medical Treat-
ment Facility. This left 91.1 percent of the terminally classi-
fied patients from the immediate Fitzsimons geographic area. It
was determined that the mean for hospital admissions was 3.9 with
the mean of the longest stay being 39.5. The standard deviation
for these two variables were 2.89 and 31.2, respectively. The
mean for total hospital days was 66.9 with a standard deviation
of 49.75. The average number of days spent for each admission

was 22.5 with a standard deviation of 22.3. The last admission




iad a mean of 20.7 and a standard deviation of 23.8. Additional
descriptive statistics were looked at and are summarized in
Appendix 1. Various statistical techniques were used to
manipulate the data to see if any significant relationships were
readily apparent. The relationships between any one variable and
another showed coefficients of variability in the 50-75 percent
range indicating no significant relation. (For possible
interest, though not especially relevant to this paper, a
printout summarizing the information obtained using SPSS is
attached as Appendix 2.) A summary of this data would indicate
that there were 141 patients who died in the last 18 months who
might have benefitted from hospice care. This does not include
patients who, over the last 18 months, may have been classified
as terminal but who have yet not succumbed to their disease
process,

Research Question

Assuming that there is a need for hospice service, what
is the best model for the military to adopt to provide this type
of care?

Definitions

Hospice - A hospice is a program concentrating on the care of
the terminally ill and their families. It can be
exclusively inpatient, exclusively outpatient, or some
combination of both inpatient and outpatient. It
involves an interdisciplinary approach provided by

clinical and nonclinical professionals, staff members or
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volunteers interested in alleviating pain and assisting

the patient and family to cope with impending death.12

Significant Compliance - Significant compliance is a phrase

used by the JCAH to indicate that there is evidence an
institution is taking action to meet the intent of a
standard and that the institution should be in

13

compliance within the next two months.

Substantial Compliance - Substantial compliance is a phrase

used by the JCAH to indicate that an institution has met

the intent of a specific standard.14

Relevant Facts

1. The service area of Fitzsimons Army Medical Center
includes approximately 55,000 beneficiaries of military medical
benefits.

2. There are approximately 170-220 individuals who are
diagnosed as suffering from a terminal illness every year at Fitz-
simons Army Medical Center. Of these, approximately 100 are from
the local geographic area, the rest being within our service area
and are referred to FAMC from other military Medical Treatment
Facilities. These individuals are suffering primarily from
various forms of cancer or from end-stage renal failure.

3. The accreditation by the Joint Commission on Accredi-
tation of Hospitals is important to The Surgeon General's Office.
The need to strive for accredited status in any project is there-~-
fore classed in this study as a fact and not as an assumption.

4. Only one documentable attempt at a military hospice

ST T TN



model has been found in search of current literature or through
current contacts. This hospice model was attempted at Fort
Leonard Wood, Missouri. The model was disapproved by General
Leonard Wood Community Hospital's higher headquarters, Health
Services Command.

5. Currently CHAMPUS is undergoing financial diffi-
culties resulting from having exceeded its budgetary limitations.
This fact is necessary in light of an assumption that will be
made.

6. The Denver Veterans Administration Hospital is cur-
rently developing and working with their own hospice model. This
fact is also necessary to support an assumption that will be
made.

Objectives

1. Conduct a thorough literature review.

2. Establish the mode of care delivery that will be
utilized by the hospice., There are three possible modes that
might be used. Individuals who are designated as a portion of
the hospice staff might treat patients only on an outpatient
basis or they might treat them only on an inpatient basis. The
third mode of health care delivery would be to have those
individuals designated as hospice staff working with the
terminally ill patient while that person is able to be in an
outpatient status and then in the final portion of the person's
illness work with them as an inpatient. This would give, then,

an outpatient only mode, an inpatient only mode, or a combination
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outpatient/inpatient mode.

3. Determine the optimal staffing mix of clinical and
nonclinical professional personnel to provide for the needs of
the patient/family.

4. Construct a hospice model utilizing the staffing de-
veloped in objective three to deliver the mode of care provided
in objective two that will adhere, as much as is regulatorily
possible, to the standards that the JCAH has proposed on hospice
accreditation.15

Criteria

The criteria that must be met in order to accomplish the
objectives that have been given are closely related to the stand-
ards for accreditation of hospice programs proposed by the JCAH.
This relates back to the fact that The Surgeon General's Office
has been a strong supporter of accreditation. 1In concert with
this, the following criteria, if met, will support not only the
JCAH goals but will meet objectives two, three, and four. Alterna-
tive approaches that will meet a specific criterion will be
weighed and the one most consistent with current military medical
practice and JCAH standards will be chosen.

1. Both the patient and his family will be treated as a
single care unit with basic rights.

a. The hospice program should have to have a writ-
ten admission criteria that reflects the patient-family's desire
and documented need for hospice services.

b. The hospice program should develop a health care
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plan for each patient-family unit.

2. Basic human needs should be met by the mode of
health care delivery and by the clinical and nonclinical profes-
sional staff members who make up the hospice program. These
services shall include, but not be limited to, the following:

a. Grief counseling/bereavement services.

b. Clinical medical care (nursing and physician
services).

c. Social work support services.

d. Spiritually supportive services.

e. Voluntary services provided by volunteer mem-
bers.

3. Any care that is provided by any team member will be
documented in the patient medical record.

4. The staff members proposed in the model will have
ready access to spiritual/emotional support on a continuing
basis. The model will have provisions to document this support.

5. Pain and symptom management will be addressed in the
model and provision will be made for documentation of this manage-
ment.

6. Continuity of care should be documentable in the
mode of care selected.

7. The model should specifically address the needs of
an accurate medical record, the administration/governance of the
model, personnel policies and procedures, utilization review and

quality assurance.
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a. The model should provide for utilization of
standard inpatient or outpatient medical treatment facility
medical records, whichever is appropriate for the mode of health
care delivery that is selected.

b. The administration/governance of the hospice
model should be compatible with current military medical organi-
zation, much as a clinic, and must be addressed and documented in
the model.

c. The personnel policies and procedures of the
hospice model should be addressed and not differ from those that
are documented for other staff members of the military medical
treatment facility.

d. The model should have a utilization review and a
gquality assurance program.

8. The cost of maintenance of a "typical" hospice pa-
tient will compare (equal to or less than) favorably with current
inpatient care.

Assumptions

1. 1In examining the criteria that have been presented
one best mode of health care delivery as mentioned in objective
two should surface as the best model for the provision of hospice
type care. If this is not the case, additional alternatives will
be developed. The population that is served by Fitzsimons in the
immediate geographic area will remain basically unchanged at
55,000.

2. The approximate number of individuals determined to

LR W
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be terminally ill will not vary significantly from 170-220 termi-
nal cases per year. Those in the immediate geographic area will
number approximately 100 per year.

3. Due to budgetary limitations this type service will
not be available through CHAMPUS.

4. 1Individuals who are qualified to be beneficiaries of
the Veterans Administration will be able to obtain hospice type
care from the Veterans Administration and will do so.

Limitations

The development of the model is based on information
obtained primarily from Fitzsimons Army Medical Center.
Limitations as to the types of care that may be provided are
given in AR 40-3 which makes no provision for hospice care. It
does not, however, preclude such care if it is established in the
proper format. Additionally, Title X of the US Code, Section
1077(B) lists both domicilial and custodial care as outside the
type of health care that may be provided to military medical
beneficiaries. Specifically domiciliary or home care will not be
provided to anyone other than active duty members who will be
medically fit to return to duty within 12 to 15 months. This
would obviously exclude this type of care for the terminally ill

16

active duty member or any non-active duty beneficiary. This

is a limitation that does not preclude the establishment of a
properly constructed hospice model. Current CHAMPUS regulations
exclude custodial care, domiciliary care in an institution and

17

other related services. One further limitation will be that




Ml
|

- y——— — ”.W-“W'

13

the model will be developed following JCAH proposed standards and
will not constitute a radical, new departure from accepted prac-
tice but rather a model tailored for military medical treatment
use based on both patient data and cost data.

Literature Review

An initial review of literature involving death, dying
and grief was conducted. A more thorough review of the current
literature directed at specific functional types of hospice
models was completed as the first step in developing a military
treatment facility hospice model. With the completion of this
literature review objective number one was satisfied. A rather
extensive bibliography was develcoped and is included with this
paper. The length of this bibliography was to be exhaustive of
the more recent holdings at Fitzsimons Army Medical Center and
was prepared, primarily, to help other individuals at FAMC who
had an active interest in hospice type care obtain information
quickly and easily. The length is therefore purposeful and not
there solely for length's sake. It is interesting to note that a
great deal of unpublished material is available from various
sources such as the Veterans Administration and various hospice
organizations that would aid an individual in the establishment
of a hospice program or a hospice model.

Research Methodology

Critical to the establishment of a hospice model are ob-
jectives two and three. 1In order to establish the mode of health

care delivery, consultation with staff members will be necessary
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to arrive at strengths and weaknesses of each of the three men-
tioned modes. Staff suggestions on each mode of health care de-
livery will be examined in light of the JCAH proposed standards
and military regulations. After a mode of health care delivery
has been established, the optimal mix of personnel can be de-
termined utilizing the JCAH standards, regqulatory requirements,
and cost-benefit analysis. Terminally ill patients differ in the
care regiments that they require., Utilizing the professional
opinions of those on the staff that were consulted to develop the
mode of care, a profile of what might be considered a typical
terminally ill patient will be developed for cost-benefit
analysis. The cost of the health care regiment that the terminal-
ly i1l patient receives will be compared to the costs that are
presently incurred utilizing the existing, primarily inpatient
care such an individual receives. A discussion of the intangible
benefits to both the patient and the family of the patient will
be presented. Evaluation of these intangible benefits will be
somewhat subjective, however, and consultation with the profes-
sional staff will again be sought. The establishment of the mode
of care and staffing requirements will allow for development of

the hospice model.




II. DISCUSSION

Mode of Health Care Delivery

Within current literature there are many modes of
hospice care that are mentioned. Five different models are the
wholly volunteer program, home care services, free-standing
institutions, hospital based palliative care units, and
continuum-of-care subacute facilities are the most commonly

described.18

The characteristics of these five models,
however, can be distilled into three basic health care delivery
modes. These modes are outpatient care, inpatient care, or a

combination of outpatient and inpatient care.

Mode of Health Care Delivery: Outpatient

The outpatient mode involves patient clinic visits and
hospice home care. While the patient is well enough, visits to
an outpatient type clinic environment would be conducted. Clinic
visits would consist of counselling by various health care
professionals who could provide supportive care that the patient
would need to alleviate pain and symptoms. When the patient's
condition deteriorated in such a way that no further benefit
could be obtained from visits to a hospice clinic, then the

clinic personnel would visit the patient in a home care setting.

15
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An extremely important elemert of this type of outpatient care is
the patient's family. 1In most cases they will be required to
provide the routine nursing to ensure the patient's comfort.19
Many patients requiring treatment that is usually considered ex-
tensive or skilled nursing, such as intramuscular injections,
rectal suppositories, irrigation of a colostomy, tube feedings,
or even suctioning of secretions, can receive this care at home
through the efforts of family members. Normally, such relatively
sophisticated nursing care is taught to family members both at
the outpatient counselling sessions and by a home care nurse who
visits with the patient and the family at regular intervals.20
The primary advantage to this type of care is that the patient re-
mains in familiar surroundings with loved ones to help with the
adjustment to the psychological and physiological adjustments

that have to be made when confronting a terminal condition. The
outpatient form of care utilizing clinic visits and home visits
requires that the patient have a strong and supportive family who
is willing and able to provide the hands-on nursing care that is
needed.21 This can present a distinct disadvantage. If the
eligible military beneficiary does not have a family member or
significant other who is able and willing to help participate in
the care, then no amount of home care visits can sufficiently re-
place inpatient hospitalization. Very often, even if capable
family members are available, there will come a time when the

patient can no longer be adequately supported on a home care

program. With the goal of the hospice to be the relief of
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suffering, certain conditions will not allow the patient to be
comfortable and pain free at home. In the outpatient care only
mode, if this stage is reached, the patient must leave the care
environment which has become familiar and enter a hospital for
routine inpatient support. This presents additional disadvan-
tages. The primary disadvantage is the loss of continuity and

22 The other main

coordination of care by the hospice team.
disadvantage is that most hospital rules preclude the close
family contact that hospice programs normally emphasize. In such
a case the patient is returned to an alien environment where in-
dividuals untrained in the niceties of hospice care may very well
ignore, to some extent, the terminal patient. The rigid rules
and regulations often make the terminal patient feel uncomfort-
able in what seems to be an alien environment after the out-
patient treatment course. This adds extra stress o an in-
dividual who is already under a great deal of stress.

The outpatient mode of hospice care requires a great
deal of interdisciplinary cooperation among various health care
professionals. In order to free the patient of pain, to allevi-
ate disabling symptoms, to provide proper nutrition, and to en-
sure comfort, a coordinated effort by a well structured multi-

disciplinary team is required.23

This is expert intensive, but
is usually cheaper costing $55.00 or less in the civilian com-
munity per day as opposed to inpatient costs of well over $200.00

24 .
As various team members work

per day and on their way up.
with the patient and family as a single care unit in the out-

patient mode, an intense bonding often occurs. The staff's

. mn e
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primary aim or interest is to meet this one health care unit's
needs in whatever way they can, be it spiritual, physical or
psycho-emotional. The team tries to help patients achieve the
level of self-care and independence that they need to live as
full and productive a life as they may prior to death. The
outpatient mode is very similar to the other modec of care in
this respect. 1If the amount of care that is given becomes too
intense, however, and too many visits by staff are made, then a
violation of AR 40-3 could be construed to have occurred. The
care provided at home must be of a nature that the family and the
patient provide the care and are the primary source of that care
as opposed to having the staff consultants furnish the majority
of hands-on care,

Mode of Health Care Delivery: Inpatient

Inpatient care is not much of a departure from normal
military medicine that is presently practiced. The primary
difference is that the terminal condition of the patient is
recognized and that all the care that is given is aimed at making
the patient comfortable and not attempting to cure the patient.
This greatly reduces the stress that the individual patient feels
and additionally, alleviates some of the concern that hospital
staff members feel when they see that they cannot provide a cure
for a particular patient. The feeling that the staff member has
that he has failed when no cure can be effected and a patient
dies is avoided when a patient is placed in an inpatient mode of

hospice care where individual staff members have received proper
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training. The criteria for admission to a program such as this
are somewhat more strict than for the outpatient mode of health
care delivery. Here the physician must make a direct admission
of the patient to the hospice. 1In most programs the patient must
have only a short time before death is expected and home care
must not be a viable option. This may be because the patient has
no family member capable of providing the care or the routine
types of care might require certain nursing skills such as colos-
tomy maintenance or IV medication which is beyond either the pa-
tient or the patient's family or significant others. 1In this
type of a inpatient only mode of care, little or no contact has
been made with the patient by the hospice team of care providers
until the patient is formally admitted to the hospice.25 If

this form of care is provided during a very brief, final stage,
no significant problems with either regulations or public law
will prevent incorporation and utilization of this form of care
delivery. The primary advantage of this form of hospice program
is that it can provide care by trained and concerned staff mem-
bers who will not ignore the patient and who will help to keep
the patient as symtom free as possible. Here again differences
are readily apparent between routine inpatient hospitalization
and hospice care. The feeling of abandonment that often comes in
routine hospital admission of a terminally ill patient is not
normally present in the inpatient hospice environment. If a pa-
tient is bed confined, efforts are usually made to make a bright,

cheery environment with more than the usual amount of room and
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space for some personal belongings. This leads to a feeling of
belonging and a sense in the patient that the staff is

caring.26

As with the outpatient mode of hospice care, the
inpatient mode relies on a team of specialists. The difference
is that normally these individuals see patients other than
hospice members. This is especially true of those specialists
such as occupational therapists, physical therapists, and clini-
cal dietitians. Other team members such as clinical nursing
specialists, medical directors, social workers and psychiatrists
may work exclusively for the inpatient hospice. A primary dif-
ference between inpatient hospice and inpatient hospital care is
that no attempt is made to "cure" the patient. It is understood
by both patient and staff that the condition the patient is suf-
fering from is terminal and that the patient has chosen not to
receive further therapeutic measures aimed at effecting a
cure.27 This can lead to cost savings in that expensive
treatments such as radiation or chemotherapy may be avoided while
essentially the same inpatient per day costs are being generated.
If the hospice unit is located within an acute care facility in
a civilian community, the patient will incur a share of all the
ancillary services and facilities even if they are not used.28
The primary advantage of the inpatient mode is that an
existing staff of health care professionals representing a wide
range of disciplines may be made available at no significant

increase in cost. The primary disadvantages of this mode of

treatment in a military setting is that care must be taken so
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that violations of regulations prohibiting domiciliary care or
custodial care do not occur. With an inpatient only mode of
health care delivery continuity of service to the patient is
usually lacking. An additional factor that affects this type of
health care delivery, more perhaps than the outpatient only mode,
is that there is a specific prohibition against writing no code
orders in a patient's chart within an Army Medical Treatment
Facility. This policy was established by a first indorsement
commenting on the Texas Natural Death Act written by MG Enriques
Mendez who, at the time (May 1968), was Acting The Surgeon

29

General for the United States Army.

Mode of i.zalth Care Delivery: Outpatient/Inpatient

The other mode of health care delivery is a combination
of the two modes mentioned above. This mode, the outpatient/
inpatient mode, combines the advantages of both of the previously
mentioned modes and avoids several of the most significant dis-
advantages. This mode allows for a patient-family home care for
as long as it is possible for the patient to be maintained with
only consultative type visits from hospice home care team mem-
bers, If the time comes when the patient is no longer able to be
adequately cared for at home, the patient is admitted to the
hospice unit, either free-standing or inside an acute care facil-
ity for final care. 1In nearly every case the patient will be
facing imminent death at the time of this transfer. This will
avoid any conflict with AR 40-3 but will still provide continuity

of care in a coordinated manner. A properly structured hospice
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model would have available all those ancillary services that the
medical director of the hospice might find necessary in the
manangement of an individual case. If, for instance, the patient
required speech therapy due to a mass having been excised from
the mouth or throat, the services of a speech therapist would be
more likely available in an outpatient/inpatient mode than in an
outpatient only mode. Other specialists such as the occupational
therapist, physical therapist, clinical dietitian and even
financial and legal aid representatives could be more easily
available because their services would be spread to not only the
hospice type patient but the other inpatients. One disadvantage
would still remain. This would be the prohibition against
entering no code information in a patient's chart. While this
currently presents a problem due to the afore cited policy put
forth by MG Mendez and supported further in DA Pamphlet 27-50-69,
Paragraph 8, pages 29 and 30, there is hope this may soon be
changed. 1In a letter by COL James G. Zimmerley, Chairman of the
Department of Legal Medicine, Armed Forces Institute of
Pathology, an opinion was expressed that the current policy has
caused confusion and that state directives such as the Texas
Natural Death Act should be honored.30
Since the outpatient/inpatient mode seems to incorporate
the advantages of both of the other health care modes, it would
seem logical that this mode of health care delivery would be the
one selected in the cdevelopment of any hospice care model. 1In

many instances, however, inadequate numbers of individuals
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equipped to provide the specialized care needed might preclude an
outpatient mode of care even though an inpatient mode could be
attempted. Conversely, adequate numbers of health care providers
might be available, both on the staff or in the community who
would be willing to serve as volunteers but insufficient room in
the actual health care facility itself might prevent the in-
patient portion from being used. At FAMC neither of these
limitations exist. There currently is adequate staffing
availablie for any of the three modes and there is room in the
Medical Treatment Facility for the inpatient mode of health care
delivery. (This is based on the reduction of inpatient beds oc-
cupied that would occur if a hospice were started.) Consultation
with staff members stressed a recurring theme, continuity of
care. It was felt by the majority of the staff members that the
most important element for the successful operation of any type
of a hospice model is the early establishment of a good patient
and family rapport with the hospice staff members and a natural
transition through outpatient care, involving both clinic visits
and home consultation, into an inpatient environment if the in-
patient environment was good. As a goal or standard of the JCAH
hospice project, a hospice program, to achieve substantial com-
pliance with the goal, should provide a continuum of home care

. . . 1
and inpatient care serv1ces.3

This would lean heavily toward
the outpatient/inpatient mode of health care delivery. Properly
structured, a model for hospice care can provide both outpatient

and inpatient care and not violate the provisions of AR 40-3 or
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Title X. FAMC has the staff available and the space available in
the Medical Treatment Facility to provide both an outpatient and
inpatient mode of health care delivery. 1In light of the staff
suggestions and the goal as stated by the JCAH, a hospice model
to serve FAMC should utilize the outpatient/inpatient mode of
health care delivery.

Staffing Requirements/Costs

The staffing requirements for a hospice to provide care
in an inpatient/outpatient care mode will require individuals
with skills in a great number of disciplines. The physician in a
hospice program is the source of direction for the program. This
does not mean that the program is supervised or controlled
necessarily by a physician. It does mean that a participating
physician will have charge of the medical treatment of the
patient doing the initial interview with the patient and the
family, the physical examination, recommendation for inclusion in
the hospice program, monitoring of the symptoms, control and
prescribing the medication required to alleviate pain, and
serving as the source of medical knowledge for both the family
and staff. One of the most popular forms of staffing is a
physician directed, nurse coordinated staff that includes most
other types of health care professionals.32

Not every individual case will require every individual
discipline. A list of skills that should be available for use by
the hospice would include physicians with training in hematology/
oncology, internal medicine or psychiatry, nurses who have train-

ing in oncology care, home care, nursing care administration or
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community health nursing. Other individuals who could contribute
markedly to the provision of hospice care would include clinical
dietitians, pharmacists with experience in oncology and the medi-
cation titration required by oncology patients, physical thera-
pists, occupational therapists, social workers, clergymen, and
individuals able to give legal assistance and advice on financial
matters. Home health care technicians and other paraprofes-
sionals as well as volunteers, both professional and non-
professional, can add immeasurably to the structure and success
of a hospice care program. It was felt by many of the staff who
were consulted to determine what skills were needed, that any
skill that is represented in a MEDCEN should be available if
needed to provide hospice care. Most of the staff members stated
that they would hope to have volunteers from each area so that
the whole spectrum of patient needs might be met. This does not,
however, provide for any structure to the staffing, nor does it
aid in determining the optimal mix of personnel to best work in a
military hospice environment. It was felt by most that a gradual
phasing of hospice development might yield the best mix of staff-
ing. To accomplish this end it was suggested by several that in
developing the actual model, the types of services to be provided
should be definitely established. After these were established,
a small planning group would arrange for the development of
specific interdisciplinary teams and provide for the direction of
both the outpatient and inpatient hospice care. Excellent

guidance has been provided by the JCAR draft of standards that
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spell out what they consider a minimum level of services that
should be provided to achieve significant or substantial com-
pliance. These services include physician services, nursing
services, bereavement services, psycho-social support services,
spiritual services and volunteer services, as well as any other
services that are deemed necessary for the proper care of the

patient-family care unit.33

It is recognized that an effort

will be made to comply with the goals that have been established
by the JCAH. No military regulatory requirements are made con-
cerning staffing for this type of care as this is a new area that
has yet to be addressed by regulations. Staffing recommendations
in the current literature vary greatly. Most of the references
deal with staffing for the individual case. It is stressed that
24 hour care should be the goal for both the outpatient mode and
inpatient mode of health care delivery. 1In one reference the
home health care nurse made an initial two hour visit with a
patient and his family to ascertain the interaction between the
patient and family members and then subsequent visits lasting
anywhere from one-half an hour to six hours depending on the
patient and family's needs. Each patient was seen at least

4 . . . . .
Because needs are so very individualistic, the

weekly.3
actual size of a program is often dictated by the needs of the

individual patients that are admitted to the program. Staffing
then follows the cize of the program. Due to the difficulty in

stating in exact and quantifiable terms the staffing ratios that

will be required, it is perhaps best to attempt a view of what a

N -
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"typical" patient might require. Various staff members that were
consulted agreed that a 56 to 58 year old white male with oat
cell carcinoma of the lung might be classed as a "typical"
patient. Using current practices this patient would be hospi-
talized four times with a longest stay of 39 days. His total
hospital days would be 67 days and his last hospital stay would
be approximately 22 days. Based on costs obtained from Fitz-
simons Army Medical Center Uniform Chart of Accounts data, this
individual would generate $11,81¢ worth of expense based on a
total expense of $176.36 a day. If, as is often the case, this
individual's last stay was split roughly between the medical
intensive care unit and regqular ward care, the individual would
generate expenses in excess of $18,270. This is in light of a
daily expense of $893.66 in the medical intensive care unit.
These costs figures reflect direct costs and purified expenses
plus indirect costs and ancillary costs per occupied bed day.
The breakdown of these costs can be seen in Appendix 3. The
staff felt that the total hospital stay for a person electing
hospice care would normally be much less than what would be
experienced by a person selecting routine curative care. 1In the
case of our patient who would have up to 67 hospital days, a
total of 14 days was projected, none of these being in the MICU.
This would include approximately four days during the initial
evaluation period where a medication regiment would be estab-
lished. After this initial four days, the individual would be

discharged to a home care program and would return only when

-~
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death was imminent, It was felt by most of the staff that a
value of approximately half the current last hospitalization stay
could be expected as the final hospitalization stay for a patient
in a well run, well structured hospice program. This would give
us an additional ten days for a total expense of $2,469.00. This
would require normal staffing patterns that are currently being
used on the wards. It is felt that this would be a realistic
value including not only patient care items such as expendable
supplies, tissues, linens and so forth, but also staff salaries.
In addition to the last 14 days over the normal course of a
disease such as oat cell carcinoma of the lung, there would be a
requirement of one visit to the clinic every other week on an
outpatient basis for the first two months of the outpatient
course, thereafter for the next two months one visit a week and
in the final two months only home care visits by nursing staff.
The clinic visits would occupy 12 hours of physician time. This
would contribute a cost of approximately $327.00 for a board
certified Lieutenant Colonel with ten or more years of service.
Nursing visits would require a minimum of a two hour
initial visit and a minimum of one hour per week after that.
This would give a total of seven hours of home care nursing.
Most staff members thought that this was somewhat unrealistic and
that approximately ten hours' worth of home visits could be antic-
ipated. For a nurse with approximately eight years in the ser-
vice this would equate to approximately $205.00. (Travel time

within the local area was taken into consideration at arriving at
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this figure. It is felt that most instances during a day where
routine visits would be accomplished that from five to seven
visits could be accomplished in one day.) For basic physician
and nursing services plus the expense for the 14 days' hospitali-
zation the amount of expense would be $3,001.00. These, however,
would not be the only expenses that would be generated. It is
felt that our "typical" patient would require the services of the
oncology pharmacist for the period of approximately one hour in
establishing the titration of his home care analgesic and an ad-
ditional one hour monitoring the pharmaceutical regiment over the
course of the patient's disease. This would generate another
$31.00 worth of expense. A dietitian would probably be consulted
for a period of approximately one hour. A social worker would
help evaluate the patient and the family initially and would
require approximately four contact hours. The most significant
personal involvement with the patient and family would probably
come via the chaplain. It was felt that an initial counselling
period of two hours followed by weekly counselling periods of
approximately one hour per week for the first four months of the
disease course and then on an as needed basis during the last two
weeks and during the hospitalization period generating another 20
hours. The contact of the chaplain would not end at this point.
An additiona’ four contact hours in helping the family to arrange
for funeral services and in bereavement counselling would likely
be required. Approximately two additional social work hours

would also be spent during the bereavement counselling. Contact
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with the family at two weeks, two months and six months would be
recommended. Total patient care costs for our "typical"®" patient
would be $3,745.00. This figure places no value on the work of
volunteers. It is expected that in any strong hospice program
that there will be approximately a four-to-one ratio staff to
volunteer hours. For our "typical" patient this would equate to
roughly 18 hours of volunteer service, This services would
include such things as helping with shopping, visiting, and just
calling up and chatting on the telephone. For our patient no
costs were included for occupational therapy or physical therapy.
In many cases these services would not be utilized but it
improves the stance of any program to have these services
available if needed. The difference in costs is quite large.
With an approximate cost difference of $14,527.00, not only is a
significant amount of money not spent on this patient if in a
hospice, but the patient receives the benefits of being able to
stay home for an extended period of time and being cared for in a
familiar setting. Additionally, there is structured support
emotionally and physically for his family. The mode of staffing
would reflect physician direction and nurse staffing to meet the
requirements of the patient's every day existence. Ancillary
health care professionals would be called upon on an as needed
basis. The optimal patient care staffing mix would then require
a physician as the head of the hospice care team with a visiting
nurse to provide the home care and then specialized oncology

nurses available to provide the inpatient hospice coverage. It
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is felt that any requirements that a home care patient might have
that would occur after normal duty hours could be handled very
well by the inpatient hospice nurses. A phone call to the
hospice inpatient unit would easily result in the patient
receiving the advice or the consultation that was required. On
rare occasions, a home visit might need to be made after normal
duty hours. This could be accomplished on an on-call basis. The
home care nursing duties should rotate but a nurse should try to
follow a patient from their entry into the program until their
death. This would provide continuity of care.

Since care will be on an individualized basis, an opti-
mal mix of health care providers for every individual case cannot
be clearly established in advance. It was recommended, however,
by most of the staff that was consulted, that a physician led
team be established for each patient. Each of the teams would be
coordinated by a hospice care coordinator who would take care of
administrative details as well as nurse scheduling. This
individual would normally be either a nurse or an administrator.
The director of the hospice unit might be from any discipline,
though in the Army setting the logical choice would be a physi-
cian. Several physicians did mention that they thought a
chaplain or a social worker would be an excellent choice for
director of hospice care with a medical director appointed by the
Chief of Professional Services., Utilizing extremely flexible
staffing having a physician directed team, a hospice model can be

constructed.
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The Hospice Model: Basic Requirements

There are certain basic characteristics a hospice pro-
gram should contain. These seem to be fairly well established in
the literature. Some of these characteristics are that a hospice
program should strive to be autonomous, be centrally administered
and be a program coordinating out and inpatient services, pri-
marily concerned with home care but with adequately staff backup
inpatient services when home care is no longer feasible. Central
to the program is the concept of a primary care unit which is the
patient and the family. It is realized that total patient care
includes dealing with the family or significant others. Once a
patient has entered a hospice, symptom control is the primary
goal. The symptoms may be physical, emotional or spiritual.
Physical symptoms include pain, nausea, or vomiting or any other
physical discomfort that can usually be adequately controlled by
medication. Emotional symptoms involve such thingé as distress,
anxiety, or denial and may be lessened by individuals properly
trained in behavioral sciences or counselling. Within our
military structure both social workers and chaplains function
adequately in these roles. The last type of symptom control is
spiritual and can usually be handled quite adequately by the
chaplain's staff. Another important characteristic of a good
hospice program is the interdisciplinary care concept. Health
care is provided under the direction of a physician while
ancillary support is provided by social workers, physical

therapists, occupational therapists, clinical dietitians,
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chaplains and any specialist whose services are deemed necessary.
Volunteers make up an especially important segment of the good
hospice program. Their mission is to augment staff services, not
take the place of trained staff. Volunteers often provide
services that clinical personnel cannot or do not have the time
to perform such as basic companionship, help in recreation,
helping with shopping or other necessary functions. An
especially important portion of a good hospice program is be-
reavement follow-up, After the death of the terminally ill
patient, the family is provided assistance during a period of
bereavement. Follow-up checking on the patient's family is con-
ducted by nursing, social work and the chaplain's staff. A
hospice should be functioning and available around the clock,
seven days a week as needed. As important as all the services to
the patient/family units are, it is extremely vitz2l *hat the
staff have support and assistance to handle the grief and to cope
with the problems that caring for the terminally ill can pre-
sent.35 These characteristics are fairly basic but not every
hospice will manage to incorporate each of these characteristics.
The hospice should be designed to care for the patient popula-
tion that it serves. 1In establishing a model for Fitzsimons and
for consideration by other Military Treatment Facilities certain
basic criteria should be met by a patient prior to admission to a
hospice program. The patient must have been diagnosed as having
a terminal disease of relatively short duration. 1In the differ-

ent cases that were examined from Fitzsimons, initial entry into
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the program might be as long as two years prior to death. The
patient must have family members or significant others who are
willing to assist in home care if this is required. Both the
patient-family unit and the attending physician must agree that
further curative procedures are of no value and that the patient-
family unit desires the services that may be provided by the
hospice program. It is understood that a patient or the patient-
family unit may withdraw from the hospice program at any time.
Reversals have been known to occur. 1Individuals who have been
pronounced terminally ill have made startling recoveries. While
this occurrence may be extremely rare, every unexpected improve-
ment must be exploited to its fullest. Patients therefore must
have a clear route back to the curative care system if this be-
comes appropriate.36

The Hospice Model: Organizational Structure

An effectively operated hospice program requires some
type of coordinating body plus actual health care teams in order
to function properly. Several of the civilian programs utilize a
board of directors similar to the form of governance that is

37 In the federal sector both the

common for a hospital.
Veterans Administration and the one hospice that has been at-
tempted in the Army have provided for a coordinating com-

38, 39 The function of these committees is to handle

mittee.
the administrative matters and provide some guidance for another
group made up of the actual providers--the hospice care team.

The coordinating committee would be composed of physicians and
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administrators as well as representatives from nursing, the
chaplains and any others that it was deemed appropriate to have.
The actual hospice care team would be made up of the medical
director (a physician), the hospice care coordinator (a nurse),
and representatives from all the ancillary services such as
clinical dietetics, social work, occupational therapy, physical
therapy, chaplain and others that were deemed necessary to pro-
vide the care that could possibly be required by patients in the
hospice. Team members would be responsible for the training of
new members and to help other current team members cope with the
stresses associated with hospice care. By its very nature it is
important that each individual who is working with the hospice
program be a volunteer to that program. Actual operation and
management decisions are much more participative than would
normally be the case. This is because there is no monopoly on
good ideas. If an idea may be used, it should be if it improves
the care that the patient receives. The health care team would
normally coordinate the assignment of specific individuals to
specific patients.

The Hospice Model: Patient-Family Care Unit

For the hospice concept to function properly the patient
and his family or significant others must be treated as a single
care unit, Within this goal should be the attempt to discuss com-
pletely all matters that will affect patient care. Throughout
the establishment of a hospice program it will be necessary to

document all patient related activities. This can start with the
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primary interviews with the patient-family unit. The patient and
his family should be well informed of their rights. They should
be allowed to freely ask any questions about the program so they
may be put at ease about the goals of the program and the ser-
vices that the program attempts to offer. A review of the
criteria for admission should be one of the first activities
accomplished during the initial meeting between the hospice and
the prospective care unit. The criteria, as given above, would
reflect that a patient must be assessed to be terminally ill, he
must desire hospice care and he must have family or significant
others who support him in this decision and will assist in the
provision of much of the home nursing care. Admission forms
similar to those used as surgical consent forms listing the ad-
mission criteria and the goals of the hospice should be signed by
both the patient and the patient's family. It is extremely im-
portant that the attending physician, if the physician is intend-
ing to participate, be present at the first counselling session.
At this time, the admitting physician, if he is going to be the
attending physician, or a hospice physician who plans to assume
the attending duties, should be present along with the home
nursing care coordinator and perhaps a chaplain or social worker
and an administrator. These individuals will help assess the
family~patient situation and will develop a preliminary health
care plan for this patient-family unit. This, as with everything
else, should be adequately documented and explained to the

patient-family unit. At this time individual members who will be
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assisting in the treatment of this unit, if available, should be
introduced to the patient and his family. The patient should
clearly understand the services that are available. They should
realize there will be three types of symptoms; emotional,
spiritual as well as physical. They should be informed that
there are chaplains and social workers available to help with
coping and that every effort will be made to take care of the
family's emotional problems and acceptance of grief and, after
the patient's death, bereavement. Basic clinical medical care
will be provided by trained nursing staff in a home care
environment for as long as possible. Physician services will
always be available to provide assistance in determining the
proper medication to handle pain. Additional social work support
services will be available on an as needed basis. This will
include counselling to assist in adapting, acceptance, and coping
with the situation the family finds itself in. The social work
counselors will often have to assist the dying patients to go
through the classical five stages of death: denial, rage or
anger, bargaining, depression and finally acceptance.40 In

this task the social worker may be assisted by clergymen. It is
important for the patient-family care unit to come to a clear
understanding of their spiritual beliefs. Some families will
have very weak or no spiritual belief and they should not be
forced into an uncomfortable situation if this is the case.
There should be a wide variety of chaplain assistance available,

however, for those who have firm spiritual beliefs and require
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counseling of this nature. Many volunteer services can be pro-
vided by such agencies as the Army Community Service and the
American Red Cross. These volunteers can provide such amenities
as helping the patient to go to the beauty shop or the barber,
assisting the individual or family with grocery shopping, pro-
viding transportation, or any of a hundred other services. All
care or assistance by any team member should be adequately docu-
mented.

The management of pain is a very vital part of an
adequately run hospice program. Every effort should be made to
involve a pharmacist with a good deal of oncology experience to
help titrate the analgesic prescribed by the patient's attending
physician, against the pain. The proposed level of analgesic
activity should be that which will leave the patient pain free

but clear headed.41

It is extremely important that this care

be documented so that the physician ﬁay draw upon past experience
to help the pharmacist arrive at a proper level or dosage as
quickly as possible. This will prevent needless experimentation
during the titration phase.

Since continuity of care is extremely important for the
emotional stability and well being of the patient, every attempt
should be made to provide a particular patient's care by the same
team. As the patient grows to know and trust his team, the suc-
cess at getting the patient to follow instructions will greatly

improve the quality of care. Every attempt should be made t

document this continuity of care. The patient record wil. be
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made up of the standard forms that are currently utilized by the
Army. This should greatly facilitate the obtaining of forms and
the training of individuals in their use. This should improve
the accuracy of the medical record and its usefulness in treat-
ment of the patient.

The Hospice Model: Staff Members

Staff members for the hospice program should all be
credentialed for the level of care that they are to provide. The
physician staff should be credentialed in the same manner and for
the same privileges as they would be in any military Medical
Treatment Facility. Nursing member credentials as well as the
credentials of the clinical dietitians, occupational therapists,
social workers, physical therapists, pharmacists and others
should be the same as for any Medical Treatment Facility in the
military service. General control of each patient plan will be
under the supervision of the hospice team leader who will be a
physician. The health care coordinator will insure that pro-
cedures that are applied to any patient are well documented.
Inclusion of any health care professional to assist in the
treatment of a particular patient will be done in such a manner
as to insure that the patient is not receiving redundant or un-
nessary care. The hospice medical director and nursing care
coordinator as well as the attending physician will review the
patient's chart weekly to insure that only that care which is
necessary is being delivered and that the patient is receiving

all the care that is necessary. The records of the patients will
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further be monitored by the Utilization Review and Quality As-
surance Committee of the hospital. This will involve the selec-
tion of a minimum of 10 percent of the records monthly for a
complete audit by the Quality Assurance Committee. Both concur-
rent and retrospective reviews for proper utilization will be

T conaucted. The goal of the Quality Assurance Program will be to
{ enhance the patient-family care. The Quality Assurance Program
will address each of the services such as bereavement service,

physician service, home care services that are provided to the

o

patient. Any unusual instance will be reported to the hospice
care committee. The model provides for significantly reduced
costs as can be seen Appendix 4. Within this Appendix are the
estimated costs for hospice care for three particular types of
terminal illnesses that have been encountered at FAMC, Actual
hospitalization times that occurred in these patients are used to
compute the dollar amount that these illnesses cost. Estimates
based on the number of clinical visits and the number of home
care visits have been generated by discussions with staff members
and have been somewhat inflated due to the possibility of overly

r optimistic projections being given by staff members.




III. CONCLUSIONS AND RECOMMENDATIONS

Based on the discussions held with staff members and
review of the literature plus the active programs in the metro-
politan Denver area as well as the program being conducted by the
Veterans Administration Medical Center in Denver lead to the con-
clusion that hospice is a concept whose time has come. Many
people have reached the conclusion that curative medicine is not
always the answer. There will be many people, classed as
terminal, who would abandon the curative mode if an alternative
mode of care is offered.

Viewing the various types of programs that have been at-
tempted, there are three types or modes of health care delivery
that seem to be prevalent. These modes are the outpatient, the
inpatient and the combination outpatient/inpatient modes. 1In the
case of FAMC and most other military Medical Treatment Facilities
it is not cheaper just to ignore the hospice concept. Costs for
treating terminal illnesses, as well as other types of illnesses,
are rising.

In a Medical Treatment Facility, which is also a teach-
ing institution, many procedures are often attempted not only in
an effort to benefit the patient but also to teach the young
physician. These procedures are often very costly. A great many
of them cause physical discomfort and are of very little benefit.
In a hospice program most of these curative type procedures
would not be attempted.

Looking at the three modes that have been suggested, any
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of the three would be more cost effective than straight patient
care of the amounts that can be seen by the descriptive statis-
tics that have been provided. The provision of outpatient care
by itself without a hospice team that would follow-up when the
patient was admitted would lack continuity. It would affect no
significant cost savings over the inpatient only mode or the com-
bination outpatient/inpatient mode. 1In any of the cases reviewed
care would have to have been provided and probably would be pro-
vided by the more expensive, standard inpatient only non-hospice
method such as is presently being used. There is no reason why a
military Medical Treatment Facility could not maintain the con-
tinuity of care and provide an outpatient/inpatient mode of treat-
ment. The continuity of care would add greatly to the patient's
sense of well being. The actual structure, then, would require a
hospice committee to provide the governance and the administra-
tion of the hospice. This should be composed of a medical direc-
tor appointed by the Chief of Professional Services or the Com-
mander, a nursing care coordinator, administrative officers and a
chaplain and a social worker. The organization of this committee
should be such that the individuals work well together and that
there is a participative type atmosphere to the meetings that
they hold. It is not necessary that the medical director be the
individual who is "in charge" of the committee though in most
cases this will probably be the most efficient use of personnel
resources. The hospice committee will coordinate all administra-

tive aspects of the hospice program as well as advise the hospice
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care team portion of the program in administrative and technical
aspects of the operation of the hospice program.

The hospice care team should be composed of attending
physicians, the nursing care coordinator and home care nurses and
all ancillary personnel such as the oncology pharmacist, the oc-
cupational therapist, physical therapist, clinical dietitians,
volunteers and other individuals who will assist in caring for
terminally ill patients and their families. Of primary impor-
tance to the hospice care team are the chaplains and social
workers who will help the individual team members cope with the
stress that caring for terminally ill patients often presents.

It would be a great benefit to have a team composed of a psychia-
trist, a social worker and a chaplain to help individual hospice
team members, and the hospice team as a group, debrief and cope
with the strain they are under. It is important that these in-
dividuals be allowed to ventilate and express their feelings both
in a private setting and a group setting.42

Selection of patients is extremely important and should
be based on the criteria outlined above. These include having an
individual who is classified as terminally ill who wants the pro-
gram and who has supportive family members to help in his care.
To maintain its vitality the hospice care team must provide for
training of new members and must have adequate opportunities to
participate in educational opportunities offered in the outside
community. Volunteers should be utilized to "fill the gaps"

between what the families can help the patient with and what the
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professional health care providers can furnish.

It is necessary that the provisions of AR 40-3 and the
provisions of Title X of the US Code as they relate to domicili-
ary care not be violated. There is a prohibition against home
health care in AR 40-3. This type care will only be provided to
active duty members who will be medically fit to return to duty
within 12 to 15 months. This is obviously not the case of indi-
viduals who enter the hospice. As a result the actual home care
will have to be provided by the family members and that the home
care nurses provide counselling and training of those individuals
during their visits. It is fully recognized that in the last few
days of life, when death is imminent, most terminally ill pa-
tients will be hospitalized for a period of time. It has been
estimated that all but the most extreme cases can be successfully
treated at home by willing family members up until the last 10
days of life. It has been further estimated by many staff mem-
bers that as many as 50 percent of the patients admitted to the
program may be able to die at home. This has been borne out in

several publications such as the July/August 1978 issue of

Cancer magazine where 56.8 percent of the patients admitted to

43 Individual care

one particular hospice program died at home.
teams should attend, if possible, a particular patient-family
unit throughout the course of the disease and care for the family
in their bereavement stage. This requires a great deal of
personalized attention. It has been estimated that a

staff-to-patient ratio of 1:1.25 should be used for planning

purposes, 44
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The assets required to establish a hospice at Fitzsimons
are already in place. The individuals who could comprise a
hospice prcgram committee are available. The individuals who
would make up the hospice care team are available. The individ-
val practitioners who would make up the individual patient care
teams or sub-teams of the larger hospice care team are available
and many have expressed an interest in seeing a hospice program
developed. A hospice program can provide definite benefits to
the patient who desires this tyne of program. 1It's follow-up
bereavement services provide a facet of care to the family and
therefore the patient which has not yet been established in
military Medical Treatment Facilities. The program would add
humanity back into the care and treatment of the terminally ill.
The emphasis would be on care, not cure.

Recommendations

It is strongly recommended that, in view of the demon-
strated need, the interest of the medical center staff, and the
substantial asset savings that could be realized, a hospice
program be established at Fitzsimons Army Medical Center. The
first step in establishing such a program would be the appoint-
ment of the hospice program committee. This committee would
establish and document the need for such a program, develop the
policy letter or regulation that would govern the program, es-
tablish a hospice care team, define in writing the duties of the
various individuals involved in the hospice care, establish the

criteria for admission to the program and, most importantly,
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draft the correspondence to Health Services Command requesting
permission to establish a pilot program for hospice care. A
definite period of time should be established for this pilot
project. Results from one year to 18 months should be sufficient
to document not only the savings but also the added benefit that
individuals can sustain from being cared for in this type of a
treatment setting. It is recommended that the JCAH proposed
standards be used as guidelines by the hospice program committee
to develop the actual hospice program. A copy of these proposed
draft standards has been included as Appendix 5. Once the pilot
project has been approved and has from one year to 18 months'
worth of documentation, approval should be sought from HSC for
implementation of a full blown hospice program. It is important
from the outset that all individuals who are interested in be-
coming involved in the hospice care program be adequately
trained. Many of the resources required for such training are
already available within FAMC. Development of the actual program
will not be expensive, requiring only some additional time from
those individuals who are appointed on the hospice program com-
mittee. Any added expense due to loss staff time could be re-
couped during the operation of the pilot program. It is recom-
mended that the budget analyst and the management assistance
analyst from the Directorate of Resources Management review the
estimates for individual cases given that have been made in this
paper prior to the beginning of a pilot project. Utilization of

Uniform Chart of Accounts and estimates of hospitalization costs
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will help to make the cost comparisons and to demonstrate any
potential savings. Proper documentation before initiation of the
request for the pilot project through Health Services Command
should expedite ultimate approval of the program.

The hospice is not intended to be an extended care
facility. It is to control pain, provide comfort to both the
patient and the family. These are basically intangible benefits
of a program. The patient's piece of mind is extremely vital and
can be heightened in an environment where he has a feeling that
he is contributing to the decisions being made for his care. The
hospice care program is a worthwhile and humane method of treat-
ing the terminally ill. It takes into consideration not only the
patient but the patient's family. It is a great comfort to the
terminally ill patient to know that there are individuals who are

caring and will assist the family after the patient’'s death.
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Appendix 1
Descriptive Statistics
Source: Fitzsimons Army Medical Center,
Patient Administration Division
Mean number of hospital deaths., 1978-1982: 245.4/year

Time period for study: 18 months, 1 Oct 81 - 31 Mar 83

Total deaths during study time period: 321
Total infant deaths (7 months of age or less): 26
Net deaths studied: 295
Number of deaths classed as terminal patients: 141

Percentage of deaths classed as terminal patients: 47.8%

Table 1
Average Age at Death (Years),
Infants 7 Months and Less Excluded

All Males 59.0 N = 177 60%
All Females 57.6 N = 118 40%
Both Sexes 58.3 N = 295 100%
Terminal, Males 58.7 N = 80 56.7%
Terminal, Females 57.2 N = 61 43,3%
Terminal, Both 58.1 N = 141 0%
Sexes

Note: The percentage male to female and the age at time of ieath
does not vary significantly from all deaths to those classed as
terminal.

The variables total number of admissions,

longest hospital stay,

total bed days during terminal illness,

average bed days per admission, and

bed days for last admission
were studied from records of terminally ill classed patients who
died during the 1 Oct 81 to 31 Dec 82 time frame (this period had
mostly complete records while those in the first gquarter of CY
1983 were not all complete). Of 112 possible patient records 102
were examined. The remaining 10 were partial records due to the
- patient being "air evaced" to FAMC or were incomplete for unknown
reasons (91.1% of terminally classed records were examined),.

49
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Appendix 1 (Continued)

Each variable was examined separately (below) and jointly
(Appendix 2).

Table 2
Variable: Total Number of Admissions N = 102
Mean 3.941 Std Err .287 Std Dev 2.894
Variance 8.373 Kurtosis 6.189 Skewness 2.073
Minimum 1.0 Maximum 18.0 Sum 402.0
C.V. Pct 73.419 .95 C.I. 3.373 To 4.510
Table 3
Variable: Longest Hospital Stay N = 102
Mean 39.49 Std Err 3.091 Std Dev 31.214
Variance 974.292 Kurtosis 8.777 Skewness 2,445
Minimum 3.0 Maximum 203.0 Sum 4028.0
C.V. Pct 79.042 .95 C.I. 33.359 To 45.621
Table 4
Variable: Total Bed Days N = 102
Mean 66.863 Std Err 4.9026 Std Dev 49.751
Variance 24754.149 Kurtosis 10.358 Skewness 2.409
Minimum 3.0 Maximum 353.0 Sum 6820.0
C.V. Pct 74 .407 .95 C.I. 57.091 To 76.635
Table 5
Variable: Average 3ed Days Per Admission N = 102
Mean 22.532 Std Err 2.206 Std Dev 22.275
Variance 496.174 Kurt=sis 12.071 Skewness 3.111
Minimum 2.4 Maximum 144.0 Sum 2298.30
C. V. Pct 98.858 .95 C.I. 18.157 To 26.908
Table 6
Variable: Bed Days for Last Admission N = 102
Mean 20.735 Std Err 2.353 Std Dev 23.761
Variance 564.593 Kurtosis 7.483 Skewness 2.334
Minimum o] Maximum 144.0 Sum 2115.0
C. V. Pct 114.593 .95 C.I. 16.068 To 25.402
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Appendix 3

Uniform Chart of Accounts (UCA) Data FY 82
Source: Resources Management Division, FAMC

ONCOLOGY PULMONARY MICU
Occupied Bed Days (OBD) 4621 4747 2005
Direct Cost/OBD 14.61 10.33 363.69
Purified/OBD* 98.87 102.42 30.19
TOTAL: Direct & Purified 113.48 112.75 393.88
Indirect/OBD** 16.75 21.22 113.44
Ancillary Cost/OBD 46.13 66.25 386.34
Total Expense/OBD 176.36 200. 22 893.66

*pPurified Expenses - Shared costs - oncology and pulmonary
disease located on wards. Health Services Command
computer attributes shared ward costs to oncology and
pulmonary based on OBDs. These costs are not broken down

! to direct or indirect. It is assumed by FAMC UCA

personnel that most of the expenses would fall into the

direct category.

H **Indirect Expenses - Depreciation, administration,
communication, training, fire and police protection,

automated data processing, plant management, utilities,

building maintenance, transportation, laundry, etc.
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Appendix 4

Cost Comparisons for Care of Three Individual Terminal Patients
(Selected to Demonstrate Range of Costs)

Case #1. D.P., a 62 year old retired enlisted man who died of
prostatic carcinoma, December 1982, He was originally
hospitalized in January 1981, was admitted four times for a total
of 42 days, eight of which were in intensive care.

Costs/Inpatient Care

34 days oncology 5643.52
8 days MICU 7149.28
TOTAL $12,792.80

Costs If In Hospice (Estimated)

Patient classed as terminal after initial three day hospital
stay.

Costs involved:

3 days initial hospital stay 529.08
24 hours clinic visits (every second week) 479 .28
20 hours clinic visits (weekly) 399.40
24 hours home nursing care visits 386.86
4 hours oncology pharmacist 64.48
4 hours clinical dietitian 64.48
4C hours clergyman/social worker 714.76
6 days last admission 1058.16
Total Cost $3,696.50

*Clinic visits could include ancillary specialists.

Home care supplies would be estimated at $10.00 per visit or
$240.00 for a total expense of $3,934.50.

Case #2. R.O., an 11 year old dependent son of an active duty
Airman died of acute myelogenous lukemia, July 1982. He was
originally diagnosed in July 1981 and was admitted 18 times for a
total of 65 days. Most of his admissions were two to four days
for leukocyte pharesis and similar treatments. R.O. died at
home.

83
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Appendix 4 (Continued)

Costs If In Hospice (Estimated)

36 days oncology (leukocyte pharesis 6348.96
is not painful and prolongs life)

12 hours clinic visits (every second week) 239.64
10 hours clinic visits (every week) 199.70
16 hours home nursing care visits 257.91
4 hours clinical dietitian 64.48
40 hours clergyman/social worker 714.76
12 hours physical therapy 193.42
Total Cost $8,018.87

Case #3. A.B., a 60 year old dependent of a deceased retired
soldier died of pancreatic carcinoma, April 1982. She had been
admitted twice for a total of eight days. She had been diagnosed
December 1981.

Costs/Inpatient:
4 8 days oncology 1410.88

Costs If In Hospice (Estimated)

14 hours clinic visits 279.58
18 hours home nursing care visits 290.15
24 hours clergyman/social worker 428.86
3 days last admission 529 .08
Total Costs $1,527.67

In this case the hospice care would be more expensive (by
$116.79). This would hold true for most cases where
hospitalization could be avoided under the current system, This
is, however, a rare case. Most cases would reflect the s.vings
shown in case #1, case #2 or the example given in the test of the
paper for the "typical" patient.
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Chapter One DRAFT FOR REVIEW

HOSPICE PROJECT
SELF ASSESSMENT AND SURVEY GUIDE

PATIENT/FAMILY AS THE UNIT OF CARE

Goal I: The patient and the patient's family is the unit of care.
Recommended Completion by: The hospice program director.

Completed by and Title:

SELF ASSESSMENT & SURVEY CRITERIA , RATING BASE
DATA
1.1.1 The hospice program has a written
admission criteria that refers to the
following:
[ A. The patient/family's desire and 123456
need for hospice services;
B. The eligibility of patients who 123456
do not have a designated caregiver;
C. Any factors with regard to diagnosis, 123456

prognosis, or receipt of active
treatment that may effect program
eligibility.

1.1.2 There are consent for care forms signed 123456
by the patient, and the family or
primary caregiver, if applicable.

1.1.3 The care plan reflects a comprehensive 123456
assessment of patient/family needs.

| 1.1.4 There is documentation of the participation 123456
of the patient and the family or primary

caregivers as able, in the development of

the care plan.

1.1.5 The care plan includes specific goals 123456
goals for involving the family or primary
caregiver,

DOCUMENTATION Requested For Survey

® Statement of adnission criteria.

® Medical records.




e

Goal II: The hospice program services and care reflect acknowledgement that each
patient/family has basic rights, individual beliefs, and/or value system and 1ife

philosphy.
Recommended Completion by: The Hospice Program Director.

Completed by and Title:

SELF ASSESSMENT & SURVEY CRITERIA

RATING

BASE
DATA

1.2.1  The hospice program has a
statement of patient/family rights.

1.2.2 The statement is written in

a language understandable to the

patients/families served.

A. Please indicate the percentage
of patient/familes cared for
whose primary language is
not English,

1.2.3 The statement is available to
patients/families.

1.2.4 The rights include the following:

A. A statement assuring the
protection of and support of
the human and legal rights
of each patient/family;

B. There is impartial access to
treatment regardless of the
patient's and family's race,
religion, sex, ethnicity, age, or
handicap;

C. Recognition of each patient's autonomy
and personal dignity, and respect
for each patient/family in the
provision for care and treatment;

D. The assurance of individualized
treatment for each patient/family
which includes:

a. The provision of adequate and
humane services, regardless of the
source of financial support:

b. The provision of an individual
. care plan;
¢. Periodic review of the care plan
as designated by the hospice program;
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/
SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA
1.2.4. d. The active participation 123456

of all patients who are

able to do so, and the
responsible parent, relative
or guardian of minors or
legally incompetent patients
in planning for care.

e. The provision of an adequate 123456
number of competent, qualified,
and experienced professional staff
to supervise and implement the
treatment plan in accordance to
the number previously determined
by the hospice program director;

l DOCUMENTATION Requested for Survey

e Patient/Family rights statement.

e Bilingual or statements in a language other than English if applicable.

Goal III: 1In accordance with hospice program admission criteria, program personnel
seek to identify, teach, coordinate, and supervise persons{other than interdisciplinary
team members) to give care to patients who do not have a family or other primary

1 caregiver,

Recommended completion by: The Hospice Program Director.

Completed by and Title:

SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA
1.3.1 The hospice program accepts patients Yes No

without a primary caregiver.




SELF ASSESSMENT & SURVEY CRITERIA

RATING BASE
DATA

1.3.2

If the hospice program accepts
patients without a primary caregiver.
There is written policy and procedure
that includes but is not limited

to the following:

A.

The responsibility and the efforts
the program will take to identify
primary caregivers for the patient;
Who will be an acceptable

primary caregiver;

What instruction this individual will
receive from the program;

The program's responsibility to the
substitute caregiver;

Under what circumstances the patient
will no longer be eligible to receive
program services;

The extent of the responsibility of
team members.

DOCUMENTATION Requested for Survey

e If applicable, policy and procedure regarding care of patients without primary
caregivers.




Goal I:
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Chapter- Two DRAFT FOR REVIEW

HOSPICE PROJECT
SELF ASSESSMENT AND SURVEY GUIDE

INTERDISCIPLINARY TEAM SERVICES

An interdisciplinary team consisting of qualified personnel, provides home
care and inpatient hospice services. The team services include at least the following:

Bereavement Services

Nursing Services

Physician Services
Psychosocial Support Services
Spiritual Services

Volunteer Services,

And other services deemed necessary for patient/family care. These services are
coordinated to assure the ongoing assessment of the patient's and the family's needs
and implementation of the patient/family care plan.

Recommended compietion by: The hospice program director or coordinator.

Completed by and Title:

SELF ASSESSMENT & SURVEY CRITERIA RATING BASE

DATA

2.1

2.1

.1

.2

The interdisciplinary services include
the following: .

A. Bereavement services; 123456
B. Nursing services; 123456
C. Physician services; 123456
D. Psychosocial support services; 123456
E. Spiritual services; 123456
F. Volunteer services; 123456
G. And other services deemed 123456
necessary in the patient/family
care plan.
There are written policies and procedures
A. Stating what services are provided; 123456
B. Who is responsible for initial 123456

assessment and the preparation
of the care plan;
C. And ongoing assessment and implem- 123456
tation of the patient's and the family's
physical and psychosocial needs, and
revision of the care plan.
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SELF ASSESSMENT & SURVEY CRITERIA RATING gﬁf\
2.1.3 Interdisciplinary team members 123456

conduct regularly scheduled team
case conferences which are documented
in the medical record.

A. Please state how often each
patient/family care plan is
reviewed :

2.1.4 The interdisciplinary team services are 1234656
coordinated by a qualified health care
professional designated by the
hospice program director.

A. Please state the name and title
of the coordinator:

B. Briefly state his/her education
and training:

2.1.5 The responsibilities involved in
team service coordination are
stated in writing and include, but
are not limited to:
A. Coordination of interdisciplinary 122456
team reports at conferences in
the absence of team members;

B. Planning and implementation of 123456
reqular and interim patient/family
conferences.

DOCUMENTATION Requested During Survey

@ Written description of interdisciplinary team services provided.

® Program policy and procedure regarding provision of services, and delivery of
services delineating responsibility for initial and ongoing assessment of patient/

family needs and revision of the care plan,

® Job description and qualifications of the coordinator.

L4




Goal II:

Recommended Completion by:

o
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The interdisciplinary team has access to emotional support, and to inservice
and continuing education on a regular basis.

Completed by and title:

The hospice program director or designee.

SELF ASSESSMENT & SURVEY CRITERIA RATING Bt
2.2.1 The hospice program director or
designee is responsible for
developing and maintaining a
staff support program which includes
but is not limited to the following:
A. Direction by a qualified individual 123456
who has an understanding-of group
dynamics, and of hospice care and
the stress associated with care of
the patient/family.
B. Please state the name and title of
the person directing the staff
support program:
C. Briefly state the training and
experience of this individual:
D. Provision for individual team 123456
member counseling;
E. Provision for group interaction. 123456
2.2.2 The hospice program director or designee(s) 123456
is responsible for the ongoing
development and implementation of
inservice and continuing education.
A. Please state the name and title
of the person responsible for
inservice and continuing education:
2.2.3 The team inservice and education
programs include, but are not limited
to the following:
A. Integration of the results of quality 123456
assurance activities;
N . / —
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SELF ASSESSMENT & SURVEY CRITERIA RATING gﬁi
2.2.3 B. Response to stated requests 123456
of team members;
C. Opportunities for team members 1234656

to participate in education
programs such as workshops,
institutes, and formal
continuing education;
D. A mechanism for evaluating at least 123456
annually the effectiveness of
team inservice and continuing
education,

Documentation Requested During Survey:

® MWritten program policy stating the team support program.
® Job description and qualifications of the individual providing team support.

o List of inservice and continuing education activities of the past six months, and
how topics were determined.

® |Indicate how staff team members become aware of other education opportunities.

Evaluation mechanism for inservice and continuing education programs.

Goal IIl: Physician services are provided by an attending physician selected by the
patient who is primarily responsible for the care of that patient; and by a designated
hospice medical director in accordance with hospice program policy.

Recommended Completion by: The hospice medical director,

Completed by and title:

SELF ASSESSMENT & SURVEY CRITERIA RATING gﬁ?i

b

2.3.1 The care of every patient/family : 123456
receiving hospice services is under
the supervision of a licensed
physician who prescribes a
regimen of care.




SELF ASSESSMENT & SURVEY CRITERIA

RATING

BASE
DATA

2.3.2

2.3.3

2.3.4

2.3.5

2.3.6

There is a written evidence of the
approvad by signature of the

interdisciplinary team care plan by the
attending ghys1cian.

Each attending physician requesting

hospice services is responsible

for abiding by the policies and

procedures of the program which

include, but are not limited to the
following:

A. Admission of patient/families
only in accordance with
established criteria;

B. Prior to or upon admission of a
patient/family provision by
the physician of information
pertaining to at least the following:
a. Admitting diagnosis and prognosis;
b. Summary of current medical

findings, including specific
reference to pain and symptom
management:
c. Diet or nutritional requirements;
d. Medication and treatment orders;
e. Pertinent orders reqarding the
the patient's terminal condition;
f. A history and physical
examination.

C. Designation of an alternate physician
to contact regarding regular or
emergency care of a patient when the
attending physician is not available.

There is documentation of ongoing .
communication between the attending
physician and the team members.

The hospice medical director is
appointed by program director with
approval of the governing body.

The medical director is a licensed

physician who is knowledgeab&e of hospice
services, the psychosocial care of

patients and families, and the care

of advanced irreverisibie disease especially
in regard to pain and symptom management.

123456

—
N NN
W W w
S




2.3.7

Full time; or

part time; or

a volunteer; or

under contract (indicate hrs/week
a committee of physicians

whose chadrperson provides
medical direction with the
committee's guidance.

11

The duties and responsibilities of the
medical director include, but are not
limited to:

A.

Consultation to attending physicians
as requested regarding pain and
symptom management;
Determination of patient medical
eligibility for hospice services
in accordance with program
admission criteria;

Acts as a medical resource to
the interdisciplinary team;
Coordinates efforts with the
attending physician to provide
care in the event the attending
physician is unable to retain
responsibility for patient care;

Medical liasion with community physicians.

SELF ASSESSMENT & SURVEY CRITERIA RATING el
A. The hospice medical director Yes No
is currently licensed in your
state.
B. Briefly state his/her qualifications:
C. The medical directior is: (Please check one)

hr/week); or

123456

123456

123456
123456

123456

Documentation During Survey

e Medical records

e Job Description and Qualifications of tie Medical Director

. — -

RN R 1S Ahathad
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Goal IV: Qualified individuals provide nursing services which are consistent with
high standards of performance and conduct, and with currently available knowledge
and nursing skills with attention to the physical, psychosocial, and interpersonal
needs of patient/families.

Recommended completion by: The nursing services supervisor, or a nursing team member.

Completed by and title:

SELF ASSESSMENT & SURVEY CRITERIA RATING gﬁf\

2.4.1 Nursing services are provided by
(please indicate the number of F.T.E's)

Full time; and/or

part time; and/or

volunteers; and/or

contracted personnel (indicate hrs/week hrs/week).

2.4.2 Please state briefly the entry
level education and experience your
program requires for:

RN's

LPN's:

2.4.3 The hospice program director
designates a qualified registered
nurse to supervise nursing services.

A. Please state the title, name,
and education and experience 6f
the supervisor of nursing
services.

2.4.4, There is written policy and
‘procedure stating the scope,
provision, and documentation of services.

2.4.5 The provision of nursing services 12345¢6
is documented and:
A. Is based on a nursing assessment 123456

of the patient's physical
condition; and

o

_——T e



SELF ASSESSMENT & SURVEY CRITERIA RATING e
2.4.5, B. The psychosocial needs 123456
of the patient and
the family;
C. Is goal-directed reflecting 123456
observations, actions, and
plans; '
D. Is in accordance with the 123456
interdisciplinary team care plan; and
E. 1is submitted in a timely manner 123456
in accordance with program policy.
2.4.6 There is evidence of a current valid 123456

license for each individual providing
nursing services.

l Documentation During Survey

|

e Policy and Procedures for nursing services.

® Job description and qualifications of the Nursing Supervisor.

® Medical Records

® Personnel files for nursing team members.

Goal V: Qualified personnel provide psychosocial support services to patients,
their families, and to other persons significant to the patient.

Recommended completion by: The psychosocial support service supervisor, or a

team member providing psychosocial support.

Completed by and title:

| SELF ASSESSMENT & SURVEY CRITERIA RATING gﬁ?i
| 2.5.1 A. Briefly state the entry level
requirements by degree and
experience:
{ | -




SELF ASSESSMENT & SURVEY CRITERIA RATING e
2.5.1 B. Please indicate the number
of persons with the following
education giving psychosocial
support services:
Less than BSW Psychology
a BA Sociology
Other, please indicate
MSW MA Psychology PhD Please indicate
Guidance & Counseling
Other, please indicate
2.5.2 Psychosocial support services
are provided by (Please indicate
number of F.T.E.'s)’
full time; and/or
part time; and/or
volunteers; and/or
contracted personnel
(indicate hrs/week hr /week ).
2.5.3. The hospice program director 123456
designates a qualified individual
to coordinate psychosocial support
services and to provide direct
supervision to psychosocial support
team members.
A. Please indicate the name, title,
and education level of the individual
providing coordination and
supervision of psychosocial support
services;
) {
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SELF ASSESSMENT & SURVEY CRITERIA RATING g:§§
2.5.3 B. This individual is:
(please check one)
Full time Part time _ Volunteer Contracted
2.5.4 There is written policy and 123456
procedure stating the scope,
provision, and documentation
of psychosocial support services.
2.5.5 The provision of psychosocial 123456
support services is documented and:
A. 1Is based on a psychosocial 123456
assessment of the patient and the
family;
B. Indicates a plan for intervention 123456
that is goal directed reflecting
observations, actions, and plans;
C. Is in accordance with the 123456
interdisciplinary team care plan; and
D. is submitted timely in accordance 123456
with program policy.
2.5.6 In accordance with state law, a current 123456

valid license or certification is held
by each individual providing psychosocial
support services.

Documentation During Survey

® Policy and procedures for psychosocial support services.

® Job description, qualifications, and as applicable the contract for the supervisor.

@® Medical Records

e State requirements, if any, for delivery of psychosocial support services, and if

applicable personnel records.

Goal VI:

Spiritual services are available in accordance with the needs of the patients
and the families.




IR

- 11 -

Recommended completion by: The program spiritual counselor, chaplain, or individual
providing spiritual services.

Completed by and title:

SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA

2.6.1 Hospice spiritual services are
provided by: (please check all
that apply and indicate number
in F.T.E.'s)

full time; and/or
part time; and/or
volunteer; and/or

contracted personnel (indicate
hrs/week hrs/week; and/or

arrangement with local clergy
and spiritual counselors.

2.6.2 The responsibilities of the spiritual

services program include but are not

limited to:

A. Spiritual counseling to assure 123456
patients and families are offered
spiritual care in keeping with their
belief system;

B. Advocacy in contacting appropriate 123456
clergy or spiritual counselors in the
community and supporting the family's
spiritual counselor;

C. Counsultation and education to 123456
patients, families, and team members
as requested.

2.6.3 There are written policies and procedures 123456
stating the scope, provision, aqd
documentation of spiritual services.

2.6.4 The provision of spiritual services
is documented and:
A. is consistent with the interdisciplinary 123456
team care plan; and
B. 1is submitted timely in accordance with 123456

program policy.




Goal VII:

Recommended complietion by:

-12 -

Volunteers who have received training and orientation provide defined lay
and professional services under the supervision of a designated, qualified, and
experienced staff member.

Completed by and title:

The individual supervising volunteer services.

SELF ASSESSMENT & SURVEY CRITERIA

RATING BASE
DATA
2.7.1 The objectives and scope of the 123456
volunteer services are clearly stated
in writing.
2.7.2 The hospice program director designates 123456
an appropriate and qualified individual
to select and evaluate volunteers,
and coordinate volunteer services.
A. State the name, title and briefly
experience and education of this
individual:
2.7.3 The coordination of volunteer services
is stated in writing and includes but
is not limited to the followina:
A. Determination of the need for volunteer 123456
services in accordance with .he
interdisciplinary team care plan; _
B. Planning and implementing a program 123456
for volunteer recruitment;
C. Placing volunteers in appropriate 123456
services and with patient/families;
D. Implementing a volunteer training program; 123456
E. Instructing team members on the proper 123456
and effective use of volunteer services;
F. Keeping team members and the community 123456
informed of volunteer services and
activities;
G. Providing regular programs of 123456
continuing education and training
specific to volunteer needs.
{
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SELF ASSESSMENT & SURVEY CRITERIA

RATING

BASE
DATA

2.7.4

2.7.5

2.7.6

2.7.7

2.7.8

An orientation and training program

is conducted for volunteers which includes

but is not limited to the following:

A. Orientation to the program's
goals and services;

B. Confidentiality, and protecting
patient's/family's rights;

C. Procedures for responding to
unexpected events including incidents,
emergencies, and presence at death;

D. Explanation of the p' ogram's method
of communication with other team members,
and the distinction between administrative
and clinical authority and responsibility;

E. General clinical orientation to the
physiological and psychological aspects
of terminal disease;

F. General orientation to family dynamics,
coping mechanisms, and psychosocial
issues surrounding terminal disease,
death, and bereavement;

G. General communication skifts for use
with the patient/family;

H. Discussion of personal issues relating
to death and dying.

A volunteer support program is developed,
adopted, and maintained to provide volunteers
with individual and group interchange,
guidance, and emotional support.

Volunteers are supervised by an appropriate
person designated by the volunteer
coordinator in accordance with hospice
program policy.

The following minimum volunteer records

are maintained by the hospice program:

A. A record for each volunteer that includes
the volunteer application, record of
assignment, and performance evaluation;

B. A master assignment schedule For all
volunteers.,

The following minimum information
concerning volunteer services is
included in the medical record:
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SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA
2.7.8 A. Name of the volunteer
providing services; 123456
B. Date(s) of services provided: 123456
C. Type or activity, of service provided; 123456
D. Any patient or family reaction, 123456
incident, or change noted.
2.7.9 There is written policy and procedure
stating that the volunteers can
provide direct care only:
A. With the approval of the attending 123456
rhysician;
B. When care is consistent with the 123456
interdisciplinary care plan;
C. With the patient's and the family's 123456
approval.
D. When the training and experience of 123456

the volunteer is appropriate to
the service performed and when the
volunteer's services and activities are
commensurate with those defined for
his or her discipline in the corresponding
goals and characteristics of the
Hospices Standards Manual;

E. With the documentation of the health 123456
status as prescribed by applicable
legal requirements for volunteers
involved indirect patient and care.

Documentation Requested During Survey

Policy and procedures of volunteer services.

s Job description and qualifications of the individual coordinating volunteer services.

Outline of the screening, selection, and training process for volunteers.

Volunteer personnel and service records

Goal VIII: A qualified individual provides bereavement services that are consistent
with current knowledge and skills. Bereavement services are available to survivors
for at least one year after the death of a patient.

Recommended completir.n by: The bereavement supervisor or person providing bereavement care.




P —

by: (please check all that apply
and indicate number in F.T.E.'s)

full time; and/or
part time; and/or
contracted personnel (indicate hrs/week

interdisciplinary team members.

2.8.2 The individual providing bereavement
services has an understanding
of basic family and individual
counseling regarding the dynamics of
grief and bereavement, and of the
symptoms of pathological grief
response.

2.8.3 The bereavement counselor, according
to the individual's training and
experience, has access to advanced
psychological and/or nsychiatric
consultation and super-ision.

2.8.4 State the name and title of the
individual(s) providing bereavement
services:

hrs/week; and/or

123456

123456

- 15 -

A Completed by and Title:

P SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA

f 2.8.1 Bereavement services are provided

A. Briefly indicate the education
and training required at
entry level for bereavement
services:

B. Briefly state the training and
experience of this individual:

2.8.6 There are written policies and
procedures stating the scope,
provision and documentation
of bereavement services.

123456
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SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA
2.8.7 Bereavement services include
but are noc¢ limited to:
A. A program for regular 123456

suryvivor contact in the
twelve months following the
patient's death;
B. A process of interchange 123456
of information between the
team members piroviding care
before death and the
bereavement counselor;

C. Assessment of the needs of the 123456
bereaved both before and after
death;

D. Development and maintenance 123456

of programs and resources to
meet the needs of the bereaved;
E. A process for the assessment of 123456
grief reactions that indicate
the need for prolonged intervention,
or appear to be pathlogical and
appropriate for referal;
F. Support to team members and family 123465686
members to participate in meaningful
formal services and/or rituals.

2.8.8 The provision of bereavement services 123456
is documented and:
A. Is based on an assessment of the 123456

needs and the grief of the
survivors;

B. The follow up is based on a plan 123456
for intervention as agreed upon
with the survivors;

C. Is submitted timely in accordance 123456
with hospice program policy.

DOCUMENTATION Requested During Survey:

e Policy and Procedures for bereavement services.
® Job descriptions and qualifications of team members and supervisor.

® Medical records.
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Goa! IX: Additional services are provided to patients and to families under arrangement
or on a consultation basis as deemed necessary in the interdisciplinary team plan or
care,

Recommended completion by:

SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA

2.9.1 There are written policies and 123456
procedures that describe the
conditions under which referrals
are made and the services provided.
These conditions provide for but
are not limited to the following:
A. Examinations, assessments, or 123456
consultations that are not
within the professional expertise
of the primary team members;
B. Please list services which
you currently can provide

as needed:

____ Physical therapy __;__Occupational therapy _____ Speech therapy

___ Dietary ____ Pharmacy ____ Other, please indicate
2.9.2 There is written policy and 123456

procedure to assure continuity

of care which includes, but is

not limited to the following:

A. The exchange of treatment 123456

goals and the interdisciplinary

plan of care, and of

Patient/family psychosocial information;

Method for communication with

interdisciplinary team members

providing care and documentation

of contract;

D. Timely submission of documentatiun 123456
of services provided.
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Goal IX: Additional services are provided to patients and families under arrangement

Oor on a consultation basis as deemed necessary in the inteydisciplinary team plan or
care.

Recommended completion by:

\ /

SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
\ DATA

2.9.1 There are\written policies and 123456
procedures\that describe the
conditions §nder which referrals
are made and\the services providgd.
These conditigns provide for b
are not timited to the following:
A. ExaminationX, assessments/, or 123456
within the professional/ expertise
B. Please list services
you currently can
as needed:
Physical therap Occupational therapy Speech therapy
Dietary Pharmacy Other, please indicate
2.9.2 There is written/policy and 123456
procedure to ashdure continuity
of care which Aincludes, but is
not limited the following:
A. The exclfange of treatment 123456
goals gnd the interdisciplinary
plan ¢f care, and of
B. Patignt/family psychosocial information; 123456
C. Method for communication with 123456

interdisciplinary team members

pyoviding care and documentation

contract;

D. Timely submission of documentation 1234656
- of services provided.




SELF ASSESSMENT & SURVEY CRITERIA RATING

BASE
DATA

2.9.3 There is written policy and 1234656
procedure stating ho:, a patient

and family may request additional

services or consultation which

includes but is not limited to:

A. A description of the role of 123456
the team member in assisting :
the patient and/or family to
seek and receive services the
program does not provide.

DOCUMENTATION requested.

® Policy and procedures for providing additional services.

® Any contracts or written arrangements for said services as applicable.

® Medical records.
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Chapter Three

Goal 1I:

Recommended completion by:
director.

Completed by and title:

Pain and symptom management is provided through appropriate therapies.

r——“

HOSPICE PROJECT
SELF ASSESSMENT AND SURVEY GUIDE

SYMPTOM MAMAGEMENT

DRAFT FOR REVIEW

The hospice program director, team coordinator, or medical

'
!
l

SELF ASSESSMENT & SURV:Z?Y CRITERIA RATING DATA
BASE
!
3.1 Pain and Symptom management is documented 123456
in the care plan and in progress notes
throughout the course of patient
care and across discipliines.
3.1.2 The following elements of pain and
symptom rianagement are documented:
A. Physical assessment; 123456
B. Chronic, or acute pain, or change 123456
in paing
C. Symptoms associated with pain and . 123456
pain management; T ‘
D. Interdisciplinary team communication 123456
and consultation with the attending
physician;
E. Instruction of patients and families 123456
regarding pain management and
therapies used;
F. Repeated assessment of pain and 1234656
symptoms including determination
of compliance with the intervention
prescribed.
3.1.3 There are education programs for the 123456

introduction and review of effective

pain and symptom assessment and management

available to hospice program staff at
lTeast twice annually.




SELF ASSESSMENT & SURVEY CRITERIA

RATING DATA
BASE

3.1.4 The programs include but are
not limited to the following
1 elements:

A. Discussion of approaches to analgesia
including non-invasive approaches;

B. The use of opiates and their
side effects and management;

C. Means of assessment of pain and
symptoms.
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. DOCUMENTATION Requested During Survey

e Mv

® Medical Records.

and spiritual needs of the patient and the family.

Completed by and title:

f ® tvidence of education, program, and records noting participants and disciplines.

Goal II: Symptom management includes assessing and responding to the emotional, social,

Recommended completion by: The hospice program director or team coordinator.

SELF ASSESSMENT & SURVEY CRITERIA

RATING DATA
BASE

2.1 Psychosocial assessment and intervention
is documented in the care plan and
in progress notes throughout the course
of patient/family care and across
disciplines.

(O]

3.2.2 The following elements of psychosocial
assessment and intervention are
documented:

A. Patient and or family symptoms, such
as depression, anxiety, etc;

B. The patient's and the family's
understanding of the illness;

C. Notation of family dynamics;

D. Interdisciplinary team communication
and consultation with the attending
physician;
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SELF ASSESSMENT & SURVEY CRITERIA RATING DATA
BASE
3.2.2 E. Repeated assessment and intervention.
3.2.3 There are education programs for the 123456

introduction and review of psychosocial
assessment and intervention available
to hospice program staff at least
twice annually.

3.2.4 The education program includes,

but is not limited to:

A. Basic aspects of psychosocial 123456
assessment;

B. Patient and family response to terminal
illness, death, and family response
to bereavement.

C. Basic communication skills. 12345686

DOCUMENTATION Requested upon intervention

® Medical records

® [Evidence of education programs including subjects presented and records noting
participants and disciplines.




Chapter Four

Goal I:

HOSPICE PROJECT

SELF ASSESSMENT AND SURVEY GUIDE

HOME CARE AND INPATIENT CARE

DRAFT FOR REVIEW

Hospice program services include home care and inpatient care. The home care

and inpatient care services are organized, managed, staffed with a sufficient number

of personnel,

Recommended completion by:

the home care and/or inpatient care services.

Compieted by and Title:

and appropriately integrated with other services of the program.

The hospice program director or the coordinator(s) of

SELF ASSESSMENT & SURVEY CRITERIA

RATING BASE
" DATA

4.1.1

4.1.2

4.1.3

There is a written statement of
the philosophy and objectives of
the home care and of the inpatient
care services which includes a
description of the services offered
in both care settings.

A1l applicable local, state, and
federal regulations, and/or
licensure and certification
requirements are met by:

A. the home care service;

B. the inpatient care service;

There are written policies and

procedures for the home care

and the inpatient care services

that include, but are not 1imited

to the fo]1owing

A. The qualifications of the physicians
who provide care to the patient/
rfamilies admitted to the program;

B. The treatment modalities provided
includdng IV's, parenteral feedings
chemotheraphy, and the regular
administration of injections;
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SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA
.C. Approval by an appropriate 123456
professional education
organization of hospice service
training programs;
Supervision of students 123456
and other trainees when
performing patient care
by the appropriately qualified
hospice personnel;
2. Definition of the respective
roles and responsibilities of
the hospice program and the
outside educational program
are defined in writing when the
hospice service provides the
education and training of
students of an outside training
program;
D. Designation of tasks that are performed 123456
by home health technicians, hume
health aides, nurses aides, and
homemakers respectively.
1. These personnel have satis- 123456
factorily completed a structured
or on-the-job training program
if such instruction is consistent
with legal requirements applicable
to the hospice program services.
a. There are current requirements
for the training of (Please check
all that apply).
1. home health technicians;
____ 2. home health aides;
3. homemakers
4. nurses aides.
4.1.4 The hospice program director designates 123456
a coordinator of the home care and/or
inpatient care services who has the
responsibility for providing
administrative direction to the home
care and/or inpatient care services.
A. State the name and title of the
coordinator of the home care services:
/




SELF ASSESSMENT & SURVEY CRITERIA

RATING

BASE
DATA

4.1

.5

B. Briefly state the minimum
educations and experience required
for this position.

C. Briefly state the education and
training of the current coordinator.

D. State the name and title of the
coordinator of inpatient care
services.

E. Briefly state the minimum
education and experience
required for this position.

F. Briefly state the qualifications
of the current coordinator.

There is a written statement in

accordance with hospice program

policy of the authorities, duties, and

responsibilities of the coordinator

which include, but are not limited

to the following:

A. Implementation of policies and

procedures pertinent to the home

care and/or inpatient care settings;

Advisor to the program director;

Direction and as appropriate supervision

of home care and inpatient care team

members in their duties;

D. Participation in the review and the
evaluation of the quality and
appropriateness of patient/family care;

E. Preparation and submission of defined
program service reports which include:

[qrlee

1. statistical records of the quantity and

types of services rendered;
2. records and reports reflecting

the nature of the patient population.

F. Authorization of expenditures for the
operation of the services;

23456

23456

23456

23456
2345686
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SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA

4.1.6 The number, education, and training 123456
of qualified personnel relates
realistically to the scope of services
provided, the utilization of services, and
the level of care indicated by patient
case mix in the home care service
and in the inpatient care service.

A. Please indicate the following
patient/staff ratios as determined
by the hospice program for the
home care service:
1. Nursing service: RN ratio
LPN ratio
2. Psychosocial support service: ratio
3. Home health aide/technician: ratio

B. Please indicate the following
service hrs/patient ratios as determined
by the hospice program for the
inpatient care services:
1. Nursing service: RN ratio
. LPN ratio
3. Psychosocial support service: ratio
4, Nurses aide: ratio

DOCUMENTATION Requested During Survey

s Statement of philosophy and objectives.

® fyvidence of compliance with all applicable regulation, licensure, and certification
requirements.

® policy and procedures relating to home care and inpatient care general service delivery.

® Job descriptions and qualifications of the home care and/or inpatient care coordinator(s).

® A statement defining the methodology use to determine the above staff/patient ratios.

Goal II: Home care services are available twenty-four hours a day, seven days a week.

Recommended completion by: The hospice program director or the home care service
coordinator.

-—— -
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Compieted by and Title:
SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA
4.2.1 There is written policy and procedure

stating the scope of services and
the documentation of home care
services which includes but is not
limited to the following:
A. Statement of what services are 123456

available on a 24hr basis, seven

days a week, including access to

pharmacy services;

1. Please list the services:

B. Statement of any limitations 123456
regarding care provided after
normal working hours or on the

weekends;
C. Method of information exchange 123456
between on-call and day-to-day team
members.
4,2.2 Unless otherwise provided by law, 123456

at least nursing services are
available on a 24 hour basis, seven
days a week.

DOCUMENTATION Requested for Survey

® Policy and procedure regarding twenty four hour care.

® Medical records.

Goal III: Interdisciplinary team members are prepared to provide effective care of the
patient and of the family at the time of the patient's death at home.
Recommended completion by: The hospice program director or the home care service coordinator

Completed by and Title:




SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA

4.3.1 There is a written plan of
orientation and inservice
training for team members that
includes, but is not limited to:
A. State and local law, regulations, 123456
and procedures regarding death
in the home and the role of
the attending physician;
B. A procedure for working with 123456
the coroner's office and as
applicable with law enforcement
officials;
C. Program policy with regard to 123456
Tiving wills, do not resuscitate
orders, etc. and the respective
patient family and attending
physician involvement.

DOCUMENTATION Requested during Survey

® Orientation and/or inservice program outline and notation of participants.

® Medical records.

Goal 1V: The inpatient facility or unit has an organized medical staff.
Recommended completion by: The hospice program director or by the medical director.

Completed by and Title:

SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA

4.4.1 The medical staff is accountable : 123456
to patients/families and the
governing body for the quality of
medical care provided and for
the ethical and professional
practice of its members.
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SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA

4.4.2 The medical staff with the assistance 123456
s of the medical director, and the

hospice program director, formulate

! bylaws and rules and regulations

necessary for the self-government and

the discharge of the medical staff's

responsibilities. The bylaws and

rules and regulations include, but

are not limited to, the following:

A. A descriptive outline of the 1234656
medical staff organization;
B. A statement of the necessary 123456

qualifications that physicians
must have to be privileged to
attend patients in the facility
or unit;
C. A procedure for granting and 123456
withdrawing physician's practice
privileges;

D. Provisions for regular meetings 123456
of the medical staff;
E. Provisions for keeping accurate and 123456

complete medical records including
signed progress notes at each visit
and all orders given since the last visit;
F. Provisions for securing emergency 123456
medical care f the attending physician
is not available;
G. Provisions that require a physician's 123456
written orders to be recorded and
signed; and require a physician's verbal
and telephone orders to be recorded
immediately and signed by the accepting
physician, nurse, or pharmacist (in the
case of medication orders) and counter-
signed by the attending physician;
H. A statement of the necessary qualifications, 1234656
staff appointments, and rights of dentists,
podiatrists, psychologists, nurse practitioners,
physician assistants and health professions;
I. Provisions for the establishment of 123456
effective controls throughout the medical
staff organization to assure achievement
and maintenance of maximum standards of
ethical and professional practices;
J. Provisions for a fair hearing in the 123456
event of denial of staff appointment
or reappointment or the curtailment,
suspension, or revocation of privileges;




SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA

4.4.2 K. Provisions for review and 123456

evaluation of the quality of
services rendered, including
appropriateness of attending
physician visit schedules;

L. A procedure for physician 123456
contact and care when either
the attending physician or the
designated alternate are not
available to examine and treat
a patient needing immediate attention.

M. Other provisions that the medical 123456
staff determines will be effective
in their Tocal community.

4.4.3 The duties and responsibilities of the 123456
medical director of the inpatient care
care services includes direction
of the medical care in the facility
or unit.

Goal V: Physical provision is made in the inpatient care setting for the privacy
of the patient/family.

Recommended completion by: The hospice program director or inpatient care coordinator.

Completed by and Title:

SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA

4,51 There is physical space provided for 123456
private patient/family visiting.

4.5.2 There are accomodations for family 123456
members to remain through the night
with the patient.

4.5.3 There is space provided for family 123456
viewing and privacy after the patient's
death.

DOCUMENTATION Requested for During Survey

® Tour of the unit or facility,
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Goal VI: The inpatient facility or unit is designed, constructed, equipped, and
furnished in a manner that assures the physical safety of patients, family,
personnel, and visitors.

Recommended completion by: The hospice program director or hospice physical plant
representative,

Completed by and Title:

SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA

4.6.1 The building complies with the

the 1981 edition of the Life Safety

Code, of the National Fire

Protection Association (NFPA). The

following is required:

A. Submission of a statement of 123456
construction and fire protection.

This document is completed

by the facility or unit. The
information entered in the

document is verified and
authenticated by a qualified
individual who is knowledgeable

in institutional construction

and fire safety, particularly in
regard to health care facilities.
Individuals who may verify and
authenticate include registered
professional engineers, registered
architects, members of the Society
of Fire Protection Engineers, or
qualified employees of either

a fire insurance rating organization
or the office of the state fire
marshal. It is strongly recommended
that such verification or authtication
be made following an on-site visit by
the above individual.

B. A plan of correction for all physical 123456
plant deficiencies is identified by
authorized inspecting agencies and/or
indicated in the Statement of Construction
and Fire Protection. This plan of
correction is approved by the authority
having jurisdiction and specifies the
anticipated time of completion.
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SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA

C. A document exists that certifies 123456
that the facility's physical plan
is in compliance with the
requirements of the 1981 Life Safety
Code. This documentation may
include copies of the state fire
marshal's report, state licensure
survey reports, or reports of
other authorized agencies.

Consideration is also given to
equivalency when an element

of safety is provided at a level

equal to or greater than that
described in the codes, provided

that no other safety element or system
is compromised or adversely altered

in any way. When alternate protection
has been installed and has been
accepted by the local authority

having jurisdiction, appropriate
documentation is required. Copies of
all such documentation are available.

D. If the building is constructed prior 123456
to 1973 and the requirements of the
standards or their equivalency are not
met, the facility institutes and
documents on a sustained basis
extraordinary fire prevention measures
in the form of effective housekeeping and
maintenance practices, provision of
adequate fire fighting equipment, adequate
staffing, and frequent fire drills on all
shifts.

DOCUMENTATION to certify compliance with Life Safety Code.

Goal VII: The facility ensures the provision of an adequate and comfortable enviornment
that is accessible and provides sufficient space and equipment for cTinical care and
personal care of the patients.




Recommended completion by:

Completed by and Title:

-1 -

The inpatient care coordinator or physical plant representative.

SELF ASSESSMENT & SURVEY CRITERIA

RATING

BASE
DATA

4.7.1

4.7.2

4.7.3

) 4.7.5

4.7.6

4.7.4

The provision of adequate and
comfortable lighting levels in

all areas, limitation of sounds

to comfort levels, maintenance of a
comfortable room temperature

and the adequacy of ventilation
through windows, mechanical means,
or a combination of both.

In the event of the loss of normal
water supply provision is made

to assure that water is available
to all essential areas.

The facility is accessible to and
functional for physically handicapped
patients/families, staff, and visitors.
Reasonable accomadations are made

in accordance with American National
Standards Institute (ANSI) Standard
A1117.1, Specifications for Making
Buildings and Facilities Accessible

to, and Usable by, the Physically

Handicapped.

Each patient/family care unit has

at least but is not limited to.

the following:

A. Nurses' station;

B. Drug storage and preparation areas; and
C. Utility and storage rooms.

The nurses' station is equipped to
register patients/families' calls
through a communication system

from patient/family areas, including
patient/family rooms and toilet

and bathing facilities.

Patient/family rooms are designed,
2quipped, and furnished to comply with
all applicable federal, state, and local-
Taws and rules and regulations as well as
to facilitate effective patient/family
care and comfort.
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SELF ASSESSMENT & SURVEY CRITEREA | RATING BASE
DATA

4.7.7 Each room is equipped with, 123456
convenient to, or located near,
toilet and bathing facilities.

4.7.8 Each room has direct access 123456
to a corridor and outside exposure,
with the floor at or above ground
level,

DOCUMENTATION Requested during Survey

® Tour of unit or facility.
® (Hospice inpatient care servcies located in hospitals are subject to the
Buildings and Gound Safety standards currently applicable to the hospital.)
Goal VIII: The inpatient facility or unit provides an enviornment that is functionally

safe and sanitary for patients/families, staff, and visitors.

Recommended completion by: The inpatient care coordinator or the person responsible
for the inpatient safety program,

Completed by and Title:

SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA

4.8.1 The hospice program director or 123456
designee(s) implements and monitors
a comprehensive facility-wide or
unit-wide safety program which is
appropriate to the size of the facility
or unit.

4.8.2 The inpatient care staff, and other 123456
personnel as appropriate, are utilized
in the development, implementation,
and monitoring of safety characteristics
and practices to eliminate or reduce hazards
to patients/families.




SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA
4.8.3 The safety program includes written
policy and procedures:
A. To enhance safety within the 234
facility or unit and on the
facility's gounds; to
B. Coordinate the development of 234
department service safety rules
and practices; to
C. Establish an incident reporting 234
system that includes a mechanism
for investigating and evaluating
all incidents reported and for
documenting the review of all
such reports and actions taken; to
D. Establish liaison with the infection 234
control committee; to
E. Provide safety-related information 234
to be used in the orientation of
all staff and volunteers; to
F. Conduct hazard surveiilance programs 234
at specifically defined intervalis; to
G. Establish methods for measuring 234
results of the safety program and
for periodic analysis to determine its
effectiveness, which includes review
of all pertinent records and reports; to
H. Familiarize the facility or unit with 234
applicable federal, state, and local
safety regulations.
4.8.4 The facility or unit has an available 234
emergency power source that provides
essential service when normal electrical
supply is interrupted.
4.8.5 Comprehensive safety devices are installed 234
and safety practices, policies, and
procedures are instituted to minimize
hazards to patients/families, staff, and
visitors.
4.8.6 The facility or unit has a written 2314
internal disaster and fire plan, and
fire drills,
4.8.7 Sanitation practices, policies, and 234

T e T PT

procedures are implemented to minimize
health hazards to all patients/families,
staff and visitors.




DOCUMENTATION Requested During Survey

® Safety program outline and policy and procedures

® (Hospice inpatient services provided in a hospital are subject to the Functional
Safety and Sanitation standards of the hospital.)

Goal IX: There is an active facility-wide or unit-wide infection control program.

Recommended completion by: The hospice program director of designees.

Completed by and Title:

SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA

4.9.1 There is a written plan for the 123456
prevention and control of infection and
the maintenance of a sanitary environment,
The plan includes, but is not limited to
the following:
A. Designation of multidisciplinary 123456
personnel responsible for
implementing and monitaring the program;
B. Review of procedures for handling 123456
food, processing laundry, disposing
environmental and patient/family wastes,
controlling pests, and controlling
traffic;
C. Review of patient/family care practices, 123456
visiting rules for high risk areas, and
sources of infection;
D. Monitoring the health status of employees; 123456
* E. Monitoring staff performance to assure
that policies and procedures are
being followed.

4.9.2 There are written policies and procedures 123456
for aspetic and isolation techniques.
A. These procedures are made known to, 123456

and followed by, all staff and are
reviewed annually and revised as
necessary.

4.9.3 The facility or unit employees sufficient 123456
housekeeping personnel and provides all
necessary equipment to maintain a clean,
orderly, and safe environment.
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ﬁ SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA
4.9.4 The facility or unit has sufficient 12345686
linen available at all times for the
proper care and comfort of patients.
1 A. The Tinen is handled, processed, stored, 123456

and transported in a manner that
prevents the transmission of infection.

q' 4.9.5 The facility or unit is free of insects 12345686
and rodents.

3 DOCUMENTATION Requested During Survey

l ® Plan for infection control.

! ® Tour of facility or unit

Goal X: The inpatient facility or unit provides for the nutritional and special dietary
needs of the patients and the psychosocial needs of the patient/families.

Recommended completion by: The hospice program director or director of the dietary
services,

Completed by and Title:

SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA

4.10.1 Safe, sanitary, and adequately 123456
equipped facilities are provided
for food preparation by patients
and families.

4.10.2 The dietetic services are provided
by (please check one)

a service within the facility;

Written agreement with another
health care facility; or

Written contract with an outside
food service or management company.
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SELF ASSESSMENT & SURVEY CRITERIA

RATING

BASE
DATA

4.10.2

4.10.3

4.10. 4

4.10.5

1 4.10.6

4.10.7

4.10.8

A. If services are provided
by contract, the contract
or agreement states that
the services provided must
meet the standards.

The dietetic service is directed by

an individual who by education or
specialized training and experience is
knowledgeable in foodservice management.

The nutritional aspects of patient care

are supervised by a qualified dietician

who is registered by the Commission on
Dietetic Registration of the American
Dietetic Association, or has the documented
equivalent in education, training, and
experience, with evidence of continuing
education.

The duties of the registered dietician
include, but are not limited to the
following:
A, Patient/family consultation;
B. Participation in patient/family

conferences as requésted, )
C. Approval of menus, including modified diets,
D. Nurtitional assessments,
A
(

qualified dietician provides services
please check one):

as a full time; or

as a part time; or

as a volunteer.

The dietetic department or service is
organized, directed, and staffed to

assure the provision of optimal nutritional
care and quality foodservice.

Dietetic personnel are appropriately
trained and educated.
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as a contracted employee (indicate hrs/week hrs/week); or
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; SELF ASSESSMENT & SURVEY CRITERIA

RATING BASE
DATA

4.10.9

4.10.10

4.10.1

4.10.12

The dietetic department or service
area is designed and equipped to
provide safe, sanitary, and timely
foodservice and to meet the nutritional
needs of patients/families.

Dietetic services are guided by
written policies and procedures.

Dietetic services are provided to

the patients in accordance with a
written order by the attending physician,
and appropriate dietetic information

is recorded in the patient's/family's
medical record.

The quality and appropriateness of the
nutritional care in meeting the
nurtitional and psychosocial needs of
patients/families is regularly

reviewed and evaluated.

* (Hospice inpatient services provided
in hospitals are subject to the
Dietetic Services standards currently
applicable to the hospital.)

123456

123456

123456

123456

DOCUMENTATION Requested During Survey

Goal XI:

Recommended completion by:

Completed by and Title:

® Job description and qualifications of the
e dietician
o director of dietetic service

® Medical records.

® policies and procedures relating to dietetic services, including evaluation.

®Evidence of training and orientation of dietetic personnel.

The pharmacutical needs of patients are met by the hospice program. (Unless
specified for inmpatient services only.)

The pharmacist or the hospice program director.

R v . e
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SELF ASSESSMENT & SURVEY CRITERIA

RATING

BASE
DATA

J1.

J1.

A1,

a1,

A1,

1.

A1,

Only practitioners authorized by law may
write medication orders.

Medication orders that contain abbreviations
and chemical symbols are carried out only

if the abbreviations and symbols are on a
standard 1ist of abbreviations and symbols
approved by the medical director and/or
medical staff.

Individuals other than physicians, RN's, or
LPN's may administer medications under

the supervision of an RN or LPN,

if an accordance with applicable laws

and regulations and the hospice program
policy and if approved by the attending
physician,

Self-administered medication is permitted
when specifically ordered for the

patient by an approved prescriber in
accordance with applicable laws and
requlations.

Before discharge the patient and family
are instructed as to which medjcations
if any are to be administered at home
and by whom; the preparation and
administration, dosages, schedule and
precautions to be taken.

The medications administered, and

adverse drug reactions are documented

in the medical record and are period-
ically reviewed by the attending physician.

There is written policy and procedure
regarding medication error follow-up,
and documentation of corrective
action taken if appropriate.

There are up-to-date resources available
to identify drug side-effects and toxic
reactions.




- 19 -

SELF ASSESSMENT & SURVEY CRITERIA

RATING

BASE
DATA

.8

.10

12

13

.14

.15

There is a reporting system for advising
the Food and Drug Administration and _
the drug manufacturer of any unexpected

or significant adverse drug reactions.

Investigational drugs are used only under
the direct supervision of an authorized
investigator and with the approval of

the medical director, and the Institutional
Review Board. (When hospice inpatient
services are provided in a hospital, the
hospital's procedures regarding inves-
tigational drugs supercedes this standard.)

A11 medication orders are reviewed in
accordance with applicable regulations.

The pharmacist is experienced in or
receives orientation in the specialized
functions of the hospice program.

A pharmacist participates in the development
of education programs for the hospice
program staff.

The home care program has evidence of
access to medications 24 hrs/7 days a
week .

123456

123456

123456

123456

123456

123456

The following characteristics are applicable to inpatient services.

The pharmaceutical service for the inpatient
facility or unit is provided through a
delineated agreement with any of the
following: (Please check all that apply)

An outside unit or facility
(e.g. hospital pharmacy):

A community pharmacy.

An crganized pharmaceutical service
in the facility or on the unit,

123456
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SELF ASSESSMENT & SURVEY CRITERIA

RATING BASE
DATA

4.11.16 A licensed pharmacist experienced in
institutional pharmacy practice is
responsible for the development cf
written policies and procedures to
govern the safe storage, preparation,
distribution, and administration of
drugs in accordance with applicable
federal, state, and local laws and
regulations, regardless of the
arrangement made for services.

4.11.17 A pharmacist makes at least monthly
inspections of all drug storage units,
including the emergency cart.

4.,11.18 In inpatient facilities or units where
pharmaceuticals are provided through
a community pharmacy, medications are
obtained by written prescription only
of an authorized prescriber.

4.11.19 Drugs brought into the inpatient facility
or on to the unit, are not administered
unless they can be identified, and unless
written orders to administer them are
given by the physician responsiblie for
the patient, and they are judged to be

123456

123456

123456

123456

physically and chemically stable by the pharmacist.

4.11.20 The inpatient facility or unit utilizes a
drug profile, and a pharmacist regularly
reviews the medication records of the patients.

4.11.21 The inpatient facility or unit has specific
policies and procedures for controlling
and accounting for drug products. Procedures
should account for drugs ordered, on hand,
and effectiveness dates.

4.11,22 Adequate precautions are taken to store
medications under proper conditions of
sanitation, temperature, 1ight, moisture,
ventilation, segregation, and security.

4.11.23 Drug preparation and storage areas are
secure and well lighted.

123456

123456

123456

123456

DOCUMENTATION Regquested During Survey

® Tour of unit
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DOCUMENTATION Requested During Survey

® Medical Records

® Policies and procedures relating to pharmaceutical services

Goal XII: The inpatient facility provides or has delineated access to radiology
services for patients.

Recanmended completion by: Hospice program director or director of radiology services.

Completed by and Title:

SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
‘ DATA

4.12.1 If radiology services are provided

by another facility or unit, please

complete, if not proceed to 4.12.2.

A. The type of radiology service 123456
available and the arrangements
for referring and transferring
patients is delineated in a
written plan.

4.12.2 When radiology services are provided 123456
by the facility or unit:
A. MWritten policies and procedures 123456

govern the operation and inspection
as stated in applicable regulation;
B. Direction is provided by a physician 123456
who is a member of the hospital's
or facility's medical staff and is
qualified through education and/or
experience to assume this function;
C. Provision is made for appropriate 123456
facilities for radiographic and
flouroscopic diagnostic services.

D. There is an acceptable method of 123456
quality control used in radiology
services,

DOCUMENTATION Requested During Survey

@ Written policies and procedures




# DOCUMENTATION Requested During Survey

® Job description and qualifications of director of radiology services.

r ® Medical records.

1 Goal XIIT: The inpatient facility or unit provides, or has delineated access to pathology
and laboratory services in accordance with the needs of the patients, the size of the
*' facility or unit, the services offered, and the resources available in the community.

3 Recommended completion by: Hospice program director or pathology and laboratory service
4 representative.

Canpleted by and Title:

SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA

4.13.1 The means of providing pathology 123456
{ and laboratory services are delineated
in a written plan,

4.13.2 When pathology and laboratory services
are provided by the facility or
in the unit:

A. Written policies and procedures 123456
govern the operation;
B. Direction is provided by a physician 123456

member of the facility or hospital
staff who is qualified by education
and/or experience to assume this function;
C. An acceptable method of quality control 123456
is used in the pathology service.

DOCUMENTATION Requested During Survey

@ Written policy and procedures

Goal XIV: The inpatient facility or unit has a written plan delineating the manner
in which emergency services are provided.
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Recoomended campletion by: Hospice program director or inpatient care service coordinator.

Completed by and Title:

SEEF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA

4.14 .1 When emergency services are provided 123456
by an outside facility or another unit,
the type of emergency services
available and the arrangements for
referring and transferring patients,
families, staff, or visitors are delineated
in a written plan.

4.14.2 When emergency services are provided by 123456
a facility or unit, the type of
emergency services available are delineated,
and the services provided are organized
and properly directed.

DOCUMENTATION Requested During Survey

® \ritten plan, or policy, and procedure.




Chapter Five DRAFT FOR REVIEW

HOSPICE PROJECT
SELF ASSESSMENT AND SURVEY GUIDE

CONTINUITY OF CARE

Goal I: The hospice program provides a continuum of home care and inpatient care services.

Recanmended completion by: The hospice program director or the coordinator(s) of
the home care and inpatient care services.

Completed by and Title:

‘ SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
& DATA
5.1.1 Hospice home care services are
provided through: (Please check
all that apply)
i A. A hospice home care agency; or 123456
B. A unit or designated service 123456
of an community home health
agency; or
C. A unit or designated service 123456
of a hospital based home
health agency;
1 5.1.2 Please indicate the number of No.
new adnissions to the home care
service in the preceeding month: Mo /¥r
A. Please state the number of No.
new admissions to the home
) care service in the month prior
to the last: Mo. Yr
B. What percentage of your current %
monthly census has a diagnosis of cancer:
C. Please state the number of volunteers
currently working with the home
care service:
a. The nunber of lay volunteers
b. The number of professicnal volunteers
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SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA
5.1.3 Hospice inpatient care services
are provided through: (Please
check all that apply)
A, A hospice inpatient facility;
B. An inpatient unit in a
a. Hospital;
b. Intermediate Care Facility;
¢. Skilled Nursing facility;
C. A "Scattered bed" or consultation 123456
team approach in an acute care
hospital.
5.1.4 Are there identified in-patient beds? Yes No
A. Please state the number of beds
B. Are the beds only for hospice patients? Yes No
C. Please state the number of admissions #
to the inpatient care service during
the preceeding month: Mo. /Yr.
D. Please state the number of admissions #
to the inpatient care service in the month
prior to the last: Mo. /Yr.
E. Please state the number of volunteers
currently working with the inpatient
care service,
a. The number of lay volunteers:
b. The number of professional volunteers: __
5.1.5 If the hospice program does not directly 123456

Y R E

provide both home care services and
inpatient care services, there is a written
agreement between the hospice program and
the provider(s) governing the nature

and scope of services, and assuring
continuity of care.

A. Please list hospice program services or
interdisciplinary team services that
are not currently provided directly:

[P PPN B L e PR

P -



SELF ASSESSMENT & SURVEY CRITERIA

RATING

BASE
DATA

g s et ~ gl

5.1

.5

5.1.5 B. The written agreement includes, but

is not limited to the following:

1.

10.
1.
12.

A statement of what services are
provided by each party to the
contract;

The qualifications of the personnel
providing services; »

The role and responsibility of the
hospice program in the selection,
evaluation, orientation, and
continuing education of personnel
providing hospice care;

The manner in which services are
initiated, coordinated, and

evaluated by the hospice program;

The role of the hospice program

team members, the provider(s),

and the attending physician in

the establishment, reqular review,
and implementation of the care

plan;

The requirements for providing
documentation of services rendered
according to hospice program policy;
A statement that all contracted
services must comply with the
standards as stated in the Manual;
Compliance of the provider(s) with
all applicable federal, state,

and local regulations;

A statement of the liability with
regard to the 1imits and responsibility
of the program and the provider(s);
The term of the agreement and the basis
for its termination or renewal;
Provision for reimbursement for
services, if any;

The individual(s) responsible for the
implementation of provisions of the
agreement is;




SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA

5.1.5 C. If the hospice program at
the the time of survey is unable
to provide a written agreement
for the provision of home care
and inpatient care services, there
is evidence of at least the following:

1. There is a written plan to 123456
secure a written agreement
for hospice services not
currently provided directly.

a. There is supporting documentation 123456
of action taken on the plan.
2. Provision of the interdisciplinary 1234568
team care plan to the provider(s);
3. Presentation of orientation 123456

and continuing education to

1 identified personnel regarding
pain and symptom management, and

psychosocial assessment and

intervention, as well as general

hospice philosophy of care;

4. Coordination of discharge and transfer 123456
planning;
5. Regular communication between care 1.23456

providers or a designated liasion
in accordance with hospice program
policy regarding the implementation
and review of the care .plan;

6. Exchange of information in accordance 123456
with hospice program policy;
7. Twenty-four hour availability of hospice 123456

program consultation to the provider(s).

5.1.6 There is a written plan regarding the 123456
transfer or discharge of patients/families
which is applicable to program services
whether or not provided directly.
The plan includes, but is not limited to
the following:

A. The involvement of team members 123456
providing care;

B. The involvement of the patient and the- 123456
family in the transfer or discharge
decision;

C. The instruction of the patient and the 123456

family members as appropriate before
discharge or transfer:

- W
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SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA

5.1.6 D. The delineation of the appropriate 123456
medical, clinical, and administrative
information to be exchanged in a
transfer and the method of change;
E. Evidence of the attending physician's 123456
concurrence with the transfer or
discharge plan indicated by his/her
signature.

5.1.7 There is a policy for the intercommunication 123456
between home care service and inpatient
care service team members regarding program
issues, whether or not the services are
provided by the program directly.

DOCUMENTATION Requested During Survey

® Jritten policy, proceedures and plans regarding provision of a continuum of
care for
®inpatient care services
®home care services
etransfer and discharge

® Any contracts or letters of agreement for the provision of hospice services not
directly provided by the program.




PEw e

Chapter Six DRAFT FOR REVIEW

HOSPICE PROJECT
SELF ASSESSMENT AND SURVEY GUIDE

MEDICAL RECORDS

Goal I: An accurate medical record which provides documentation of hospice program
and interdisciplinary team services, and is readily accessible to permit prompt
retrieval of information, is maintained for every patient/family who is provided
hospice care.

Recommended completion by: The hospice medical director or individual responsible
for the maintenance of medical records.

Completed by and Title:

SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA
6.1.1 The number of patients currently
receiving hospice care:
A. home care service ¥
Month
B. inpatient care services #
Month

6.1.2 A medicai record exists for every 123456
patient/family served.

6.1.3 The medical record s sufficiently 123456
detailed and accurate to enable the
assumption of care by another
interdisciplinary team member,

6.1.4 There is a standardized medical record 123456
format designed according to the
requirements of the hospice program.
A. The format is used in inpatient 123456
care and home care services and to
document interdisciplinapy team
services.

6.1.5 The medical record of each patient/family 123456
provided hospice care includes, but is
not limited to:
A. Data that identified the patient/family 123456
or an explanation for any missing
jtems of identification;




SELF ASSESSMENT & SURVEY CRITERIA

RATING

BASE
DATA

6.1

.5

(=N el

—
.

A1l pertinent diagnoses;

The patient's prognosis;

Designation of the attending

physician;

Designation of the primary

family member or caregiver to

be contacted in the event of

an emergency or death;

The patient's medical history

which may be a copy obtained

from the hospital or physician's

office with current update

added by the attending physician

or hospice nurse;

1. The findings of a physical
examination by the attending
physician performed within
24 hours upon admissian to the
inpatient care service;

A current written plan of care

which inciudes a problem list, a

statement of goals and typas of

services and frequency of services
to be provided, current medications,
diet, treatment, procedures, and
equipment reqired;

The patient's functional limitations;

Activities permitted;

Safety measures required to protect

the patient from injury;

A physical assessment of the patient

and psychosocial assessment of the

patient/family;

Signed and dated progress notes for

each hane visit or inpatient service

rendered including a description of
signs and symptoms, treatment,

service, or medication rendered, patient

reaction, any change in the patient's
condition; and any patient/family
instructinn given and compliance:

Legible and complete diagnostic

and therapuetic orders authenticated

by the attending physician;

Relevant test determinations and

procedure findings;

Written record of interdisciplinary team

conferences;
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SELF ASSESSMENT & SURVEY CRITERIA

RATING

BASE
DATA

r 6.1.5

6.1.7

6.1.8

6.1.10

P. Copies of all transfer and 234
summary reports;

Q. A bereavement assessment and 2314
plan for intervention;

R. Instructions as applicable 234
to the patient/family concerning
care at discharge;

S. Conclusions or evaluation at the 234
termination of hospice care,
including copy of a referral if
applicable.

The home care service medical record

also includes, but is not limited to

the following additional information:

A. Toe name of the person who will 234
assume primary responsibility
for the care of the patient at home;

B. The suitability or adaptability 234
of the patient's/family's residence
for the provision of required medical
services.

The record of a discharged patient/family 234

is completed within a reasonable period

of time specified in hospice program

policy.

A. The time pericd specified in the
policy is:

There is written program policy 234

delineating the authority to make

entries in or review the medical record

which reflects the duties and

responsibilities of the interdisciplinary

team.

Verbal orders of physicians are to be 234

recorded and later authenticated by

the attending physician within the time

specified in hospice program policy and/or

in the bylaws and regulations of the

medical staff.

A. The time period is:

A1l entries in the medical record are 2334

to be dated and signed with the name
and title of the person making the
entry. Hospice program policy
determines when initials may be used
to authenticate an entry,
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SELF ASSESSMENT & SURVEY CRITERIA

RATING BASE
DATA

6.1.11

6.1.12

6.1.13

The length of time for retaining
medical records is recorded in

the hospice program policies and
procedures.

A. The length of time specified is:

123456

There is a coding system and an
indexing system used to

facilitate retrievahility of medical
records informatior for reporting,
evaluation, and mointoring activities.

There are security measures that are
reasonable and safequard both the medical
record and its informational content
whether in hand copy, on film, or in
computerized form, against loss,
defacement, tampering, unauthorized

disclosure and use by unauthorized persons.

123456

123456

DOCUMENTATION Requested During Survey

{
I

® Medical record policy and procedures

® Medical records.

Goal II:

Recommended canpietion by:

There is adequate direction and staffing to maintain medical records.

for the maintenance of medical records.

Completed by and Title:

The hospice program director or the person responsible

SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA
6.2.1 An individual is appointed by the 1234656
hospice program director to be
responsible for the maintenance of
medical records according to hospcie
program policy.
/




—

[ SELF ASSESSMENT & SURVEY CRITERIA RATING BASE

DATA

6.2.1 A. State the name and title
of the person responsible
for maintanence of the
medical records:

B. Briefly state the training and
experience of this individual,

6.2.2 The medical records services 123456
and personnel are under the
direction,or at least twice annual
review on a consultative basis,of a qualified
medical record professional who has
sucessfully completed the examination
requ irements of the American Medical
Record Association or the equivalent,

DOCUMENTATION Requested During Survey

® 1. Job description, qualifications, and if applicable contract for the medical
records personnel and/or medical records technician.
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Chapter Seven DRAFT FOR REVIEW

HOSPICE PROJECT
SELF ASSESSMENT AND SURVEY GUIDE

GOVERNING BODY
Goal I: An organized governing body is responsible for establishing policies, and

1 for maintaining high standards of patient care and program management.

Recammended completion by: The president of the board or by the hospice program director.

T Completed by and Title:
]
SELF ASSESSMENT & SURVEY CRITERIA RATING BASc
] DATA
]
7.1.1 The individual, group, corporation,

or government agency in which the
responsibility and authority for
the opzration of the hospice

! program is vested is:

7.1.2 A private, independently or community agency 123456
owned hospice program has a charter and/or
constitution and bylaws.

7.1.3 A hospice program that is a component
of another facility, institution, or
govermment agency has a written description
stating at least the following:

A. The governing body responsible 123456
for the hospice program;
B. The relationship of the governing 123456

body of the facility, institution,
or agency to the director of
the hospice program;

€. The authority given to the hospice
program specific to:

. planning and organization; 123456
2. program operation; 123456
3. the hiring, temination, and 12346586

assigning of hospice program

personnel;
4. policy and procedure adoption and review. 1234566
7.1.4 The bylaws adopted by the governing body 123456
are in accordance with its legal accountability.
! /




SELF ASSESSMENT & SURVEY CRITERIA

RATING

BASE
DATA

7.1

7.1

7.1

7.1

.5

.6

g

.8

.9

The bylaws include, but are

not limited to the following:

A. Purpose of the hospice program;

B. Duties and responsibilities of
the governing body;

C. Method of selecting members of the
governing body and permissible
length of service;

D. Method of selection of the officers

and permissible nunber of terms

that can be served;

The responsibilities of the officers;

Meeting procedures, regularity of

meetings, definition of "quorum" te

conduct business, and attendance

policy;

G. A list of the committees of the
governing body and how they relate
to that governing body;

H. The composition ad responsibilities
of the conmmittees;

I. The mechanism by which the bylaws are
adopted and changed;

J. Provision for the regular review and
revision of the bylaws and documentation
for each process.

mm

There is a defined mechanism for
communication between the governing

body and the hospice program administration
and the organized medical staff of the
inpatient care service.

The governing body provides for the
establishment of auxiliary organizations
and approves the bylaws of such organizations.

A written record of the governing body's
and committee's proceedings is maintained
and signed by a designated member of the body,
committee, or secretary of the governing body.

There is evidence of canmunjty involvement
and input through advisory group committees
or board membership.
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SELF ASSESSMENT & SURVEY CRITERIA

RATING

BASE
DATA

7.1.10 The capital budget and annual
operating budget is adopted by the
governing body and its implementation
is monitored.

7.1.1 The governing body appoints the hospice
program director, or designates that
authority to the appropriate
administrative representative in
accordance with written institution, policy

A.

The hospice program director is
appointed by;

12345

7.1.12 There is a defined mechanism to
evaluate the governing body's own
performance which includes a statement
as to the regularity of the review,
how it is initiated, and analyzed.

7.1.13 The governing body reviews and
approves the bylaws and regulations
of the medical staff of the
inpatient care service,

7.1.14 There are written responsibilities
of the governing body which include but
are not limited to:

A.
B.

Approval of the program's goals

and objectives;

Evaluation of the program's performance
with regard to its stated purpose,

goals and objectives;

Determination and approval of policies to
govern the program;

Assurance of fiscal solvency and adequacy
of financial resources;

Planning for long term development

and maintenance;

Support for a:comprehensive quality
assurance program.

DOCUMENTATION Requested During Survey

® poiicies and procedures relating to the governing body and the hospice
relationship to the governing body.

? Organizational chart.

program
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Goal II: The governing body avoids conflict of interest.
Recanmended Completion by: The president of board or hospice

Completed by and Title:

program director.

SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA
7.2.1 There is written disclosure of hospice 12345686
ownership and control,.
7.2.2 There is a written policy which
includes, but is not limited to:
A. The method and the content of 123456
disclosure by governing body members
for review;
B. Guidelines for the resolution of any 123456
existing conflict of interest within
a specific time frame;
C. A defined ongoing monitoring mechanism 123456

and specified time period for regular
review,

DOCUMENTATION Requested During Survey

® Policy and procedure regarding governing body confli¢t of interest

Goal IIl: The governing body provides for the orientation of its members.

Recommended completion by: The president of the governing bcdy or the hospice program

director.

Completed by and Title:

' SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
i DATA
7.3.1 There is an orientation program provided

for each new governing body member that

includes, but is not limited to:

A. the board functions and responsibilities; } g g 2 g g

B. the history, services, and purpose
of the hospice program,
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SELF ASSESSMENT & SURVEY CRITERIA

RATING

BASE
DATA

7.3.1 1. The person responsible for the
orientation program and its
implementation is:

DOCUMENTATION Requested During Survey

Plan for orientation and evidence of participation.




Chapter Eight DRAFT FOR REVIEW

HOSPICE PROJECT
SELF ASSESSMENT AND SURVEY GUIDE

MANAGEMENT AND ADMINISTRATION

Goal I: The hospice program is managed in a manner consistent with the authority and
responsibility conferred by the governing body to accomplish the program goals and
objectives.

Recommended completion by: The hospice program director.

Completed by and Title:

SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
CATA

31.1. A qualified program director is 123456
selected in accordance with hospice
program policy.

A. The name and title of the prouram
director is:

B. Briefly state the qualifications,
education and experience of
the program director:

€. The hospice program director
is selected by:

81.2 The hospice program director
is: (please check one):

| A full time; or
z part time; or
a contracted employee (indicate hrs/week = hrs/week);

or a volunteer.

3.1.3 The individual designated to
act in the program director's
absence is:

SRARREF TV TP



SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA
8.1.4 The responsibilities of the
program director include, but are
not limited, to the following:
A. Implementation of policies 1234586
approved by the governing body;
B. Utilization of personnel and 123456
resources to achieve the program goals;
C. Administration and évaluation of the 123456
program and team services;
D. Participation with organizations that 123456
work to improve the care of the dying.
8.1.5 There are written plans to guide at least
the following:
A. Organization of programwide 123456
administrative functions which
include statements of delegation
of duties, vesponsibilities, and
lines of authority and accountability;
B. Communication between program 12345686
administration, coordinator(s)
team services personnel, medical
director, medical staff, (if there
is one) and the governing body;
C. Compliance with applicable Taws 123456
and reqgulations;
0. A management reporting system which 123456
provides understandable and
standardized reports;
E. Ongoing assessment of community hospice 123456
care needs reflected in the long and
short term plans of the program;
F. Efforts to obtain community support 123456
and input to the programs.
e.1.6 There are written plans to guide and 123456
confirm the implementation of the personnel
policies and procedures stated in CHAPTER
EIGHT of this Guide.
3.1.7 There is a written plan stating the 12345%
method and frequency of review of all
program and team service policies and
procedure at least annually.
A. The plan includes the composition 123456
and qualifications of the review
committee;
B. How revisions will be initiated; 123456




! SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
’ DATA

8.1.7 C. A statement of who will 123456
approve policies, procedures,
and revisions;
D. There is evidence by initial 123456
of the annual review of all
policies and procedures.
8:1.8 There are written fiscal poiicies and
practices that confirm the implementation
of at least the following:
A. An annual revenue and expense budget 123456
with line items paralleling the
program’s plan of organization;
B. A budgetary process with participation of 12345686
at least the the program director,
coordinator(s), and governing body;
C. An annual outside certified financial audit; 123456
D. Control of accounts receivable and 123456
payable, the handling of cash, and
credit arrangements;
s E. Preparation in accordance with 123456
program policy of comparative financial
statements of budget vs. actual on an
accrual basis;
F. Reports on the nature and extent of 123456
funding and other available financial
resources.
8.1.9 There are written plans for the 123456
collection and analysis of statistical data
relevant to the program evaluation.
DOCUMENTATION Requested for Survey
i
e Job description and qualifications of hospice program director,
® Program and policy and procedure statements regarding:
e management and administration
= personnel policy
» fiscal administration
¢ program evaluation
s policy review
© Program budget and most recent financial review statement.
® Most recent management statistical report.
A2
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{ Chapter Nine DRAFT FOR REVIEW

{ HOSPICE PROJECT
SELF ASSESSMENT AND SURVEY GUIDE

PERSONNEL POLICIES AND PROCEDURES

1 Goal I: Hospice program personnel policies and procedures are developed, adpoted, and
maintained. These policies and procedures promote the objectives of the hospice
services and provide for an adaquate number of qualified personnel, during all hours
#’ of operation, to support the hospice services of the program and the provision of

high quality care.

Recommended Completion by: The Hospice Program Personnel Director, or person
responsible for personnel, or the Hospice Program Director.

| Completed by and Title:

SELF ASSESSMENT & SURVEY CRITERIA RATING gﬁ?g

[ 9.1.1. The staff member(s) recponsible for
implementing and coordinating
personnel policies and procedure

and maintaining personnel records is:

9.1.2 Date(s) personnel policies adopted

for hospice services.

: 9.1.3 Indicate whe approved policies,

1 and date of most recent review.

9.1.4 There is a written organizational 12345 6
plan for personnel services,
including supervision of employment
related forms.

i 9.1.5 There are written hiring practices 123456
consistent with the needs of the

hospice program and the services

it provides.

The hiring practices include at least
the following:
A. MWritten criteria for the selection of 123456
each emplioyee that is demonstrably
related to the job under consideration;




SELF ASSESSMENT & SURVEY CRITERIA

RATING

BASE
DATA

9.1.5 B.

9.1.6

9.1.7

9.1.8

9.1.10

@® >
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A written policy concerning

the .availability of bilingual
personnel when people who speak
languages other than English make
substantial use of the program.

Personnel records are maintained to
assure confidentiality.

There are written personnel policies and
procedures which pertain to at least

the following:

Employee benefits;

Recruitment, termination and selection
of employees;

Employee grievance and appeals procedure;
Safety, and Employee incidents reports;
Wages, hours, and salary administration;
Rules of conduct;

Disciplinary systems;

Fqual employment opportunities and
affirmative action policies;

Liability insurance;

Acceptance of gratuitues;

Determination that all personnel are
medically capable of performing assigned
tasks.

There are written personnel policies
stating at least the lines of authority
and reporting of all hospice employees
including volunteers.

Procedures are implemented to assure
compliance with federal, state, and
local law related to employment
practices.

There is written documentation to verify
that hospice program personnel policies

and procedures apply to all program
employees;

Are made available to and explained to each
employee;

Are available to others upon request;

And there is a mechanism to notify employees
of changes in policy and procedures.
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SELF ASSESSMENT & SURVEY CRITERIA

RATING

BASE
DATA

9.1.1

9.1.12

9.1.13

9.1.14

9.1.15

9.1.16

=T oMM
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There is written documentation of a
staff orientation program initiated
on or during the first week of
employment ,

Number of Inpatient employees
Number of contracted employees

Number of Home Care employees
Number of contracted employees

A personnel record is maintained for
each staff member.

The record contains the following
intformation:

Application for employment;
Documentation of references either
written or verbal;

Verification of licensure and
certification and/or renewals;

Wage and salary information, including
adjustments;

Performance appraisals;

Initial and subsequent health clearances;
Counseling actions;

Disciplinary actions;

Commendations;

incident reports;

There is a written job descrintion for
each position in the program.

The job description includes the following:

Position title;

Department, service or unit;

Direct supervisor's title;

Positions supervised and degree of
supervision;

Tasks and responsibilities of the job;
The minimum level of education, training,
and/or related work experience required;
Documentation of revision and changes

in qualifications, duties, supervision,
and other major job-related factors,
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SELF ASSESSMENT & SURVEY CRITERIA RATING DATA
9.1.17 There are written performance appraisals
A. in the employee personnel record; 123456
B. they are related to the job description 123456
and stated performance expectations;
C. and are conducted during the initial 123456
employment period;
D. and at least annually thereafter; 123456
E. there is documentation that the 123456
employee has reviewed the evaluation
and has had an opportunity to comment
upon it.
REQUESTED DOCUMENTATION FOR SURVEY
* Personnel policy and procedures
¢ Persanpel records
, TR Y2 o R
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Chapter Ten DRAFT FOR REVIEW

HOSPICE PROJECT
SELF ASSESSMENT AND SURVEY GUIDE

UTILIZATION REVIEW

Goal I: Appropriate allocation of hospice resources is demonstrated by conducting
a utilization review program that includes the hospice program and interdisciplinary
team services.

Recanmended completion by: The hospice program director or a representative of the
utilization review committee.

Canpleted by and Title:

i SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
i DATA

10.1.1. There is a written plan describing 123456
the utilization review program
and governs its implementation.

A. The plan is appraoved by the governing 123434¢¢
body and the hospice program
director.

10.1.2 The written plan includes, but is not
limited to the following:
A. The composition of the committee 12345¢%
that includes at least one
representative from each of the
interdisciplinary team services and
the program services;

B. The responsibility and authority of 123456
committee members;
C. A conflict of interest palicy applicable 12345686

to all review activities, and as
determined by the program, to
resultant findings and recommendations;

E. A description of the method{s) used to 123456
identify utilization related problems:
F. Procedures for conducting concurrent 123456
and retrospective reviews;
G. A description of how the findings of 123456
the committee will be interrelated
with the quality assurance program;
H. The frequency of committee meetings: 123456
I. The composition and dissemination 123256
of a report of the comittee's findings
at least annually,
‘ /
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SELF ASSESSMENT & SURVEY CRITERIA RATING BASE |
DATA i
10.1.3 The committee reviews at least 123456
twice annually a defined number
of medical records selected randomly
through a specific method to review the
appropriateness and adequacy of services
provided,
10.1.4 There is ongoing retrospective and 123456
concurrent monitoring of the
utilization of program and team
services,
10.1.5 The procedures for conducting concurrent
# review have the following characteristics:
A. Program specific time periods 123456
following admission within which
the review is initiated;
B. The length of stay norms and percentiles 123456
used in assigning continued-stay review
dates that are program specific determined;
C. Utilization of factors other then or 123456
in addition to payment source as the
basis for determination of which
patients receive concurrent review;
D. Written measureable criteria and 123456
length-of-stay norms are approved
by the utilization review committee
and the hospice program administration.
E. Please state the current average length 123456
of stay for:
home care patients No. of .days
inpatient care patients No. of days
F. Please state the program
length of stay norm utilized:
home care patients No. of days
J inpatient care patients No. of days ____
10.1.6 There is a written plan for initiating 123456
discharge planning or transfer
to another hospice program service, or
from the hospice program when care is
no longer needed or appropriate.
The plans include delineation of the
responsibility for initiation and follow-through.




SELF ASSESSMENT & SURVEY CRITERIA

RATING

BASE
DATA

10.

10.

1.7 There is evidence that the

findings and recommendations of

the committee are the basis of

action in the past twelve months

in any one of the following areas:
Administration or supervision;
Inservice or continuing education;
Meeting regulatory or legal requirements;
Patient services

Wy —

1.8 There is evidence that the
utilization review program, including
the written plan, discharge criteria,
and length-of-stay norms are reviewed
at least annually and revised as
is appropriate.
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DOCUMENTATION Requested During Survey

Written plan
List of committee members
Criteria utilized in review

Committee report and recommendations




Chapter Eleven

Goal I:

HOSPICE PROJECT

SELF ASSESSMENT AND SURVEY GUIDE

QUALITY ASSURANCE

ORAFT FOR REVIEW

The hospice program has a well-defined, organized quaiity assurance program

to enhance patient/family care through the ongoing objective assessment of important

aspects of patient/family

Recommended completion by:

program or by the hospice program director.

Completed by and Title:

care and the correction of identified problems,

The individual responsible for the quality assurance

|

|

SELF ASSESSMENT & SURVEY CRITERIA

RATING

BASE |
DATA !

.11,

11.1.2

11.1.3

11.1.4

The hospice program director
designates a committee to implement
and maintain the quality assurance
program.

The committee includes representatives
from hospice program administration,
interdisciplinary team services,
program services, and the medical
staff of the inpatient care service.

There is a written plan defining the
type and the frequency of al! quality
assurance activities in the hospice
program.

The written plan includes, but is
not limited to the following:

A. A quality assurance program is developed,

adopted, and implemented for EACH
of the following team services and
program services:

bereavement services;

nursing services;

physician services;
psycho-social support services:
volunteer services;

home care services,

inpatient care services.
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SELF ASSESSMENT & SURVEY CRITERIA RATING BASE
DATA
B. The findings of the monitoring, 23456
evaluation, and problem s.lving
activities of EACH of the preceeding
plans is integrated into the
overall hospice program quality
assurance activities.
C. Responsibility is delegated in 23456
the plan for the implementation
and reporting for each service
quality assurance plan and for
the overall program integrated
quality assurance program.
11.1.5 Findings of the quality assurance plans 23456
throughout the program are reported
as defined in policy to the governing
body, the hospice program administration,
and the team and the program service
coordinators.
11.1.6 The individual service quality assurance 2345686
plans and the overall hospice program
quality assurance program includes at
least these five components:
A. Problem identification;
B. Problem assessment;
C. Problem correction;
D. Problem monitoring;
E. Evaluation, documentation, and fiellow up.
11.1.7 The quality assurance program includes 23456
jdentification of important and/or
potential problems or related concerns
in the care of patients and families
through at least the following sources
of data:
A. findings of the quality assurance 23456
activities of each service;
B. Utilization review findings; 23456
C. Incident reports. 2345686
11.1.8 The quality assurance program includes objective 23456
assessment of the cause and the scope
of problems and concerns identified.
The problem assessment has the following
characteristics:
#. Prespective, concurrent, and retrospective 2 3 56

assessment of the actual or potential
probiem identified;




' SELF ASSESSMENT & SURVEY CRITERIA RATING BASE

|

DATA

11.1.9

11.1.10

1.1

B, Evaluation of the problem that 1234656
representsan adequate sampling
of the services, disicplines and
individuals involved;
C. Use of written criteria for 123456
assessment that when applie”
to actual practice can
result in measurable improvement
in regard to patient care
and clinical performance.

The quality assurance program designates 123456
methods for implementation of decisicns

or actions that are designed to

eliminate or reduce identified problems.

There is evitance that the recommendations
of the quality assurance committee are

the basis of action in the past

twelve months in any one of the following

areas:

A, Administration or supervision; 123456
B. inservice or continuing education; 122456
C. patient services. 123456
There is evidence that the individual 123456

service quality assurance plans and the
averall hospice program quality assurance
program is reviewed at least annually

and revised as 1s appropriate.




HOSPICE SELF ASSESSMENT AND SURVEY GUIDE
QUESTIONNAIRE

ORGANIZATION NAME:

REVIEWER NAME:

TITLE:

ORGANIZATION ADDRESS:

Street or P.0. Box

City State 2ip Code

1. Date hospice program became operational:

2. Date of first admission:

3. Please indicate which administrative structure best characterizes your own:

a. Hospital Owned ) If a. or b. apply, is hospice care:

————————

b. Community Agency Owned Provided within a separate unit
cr by a separate team; or

Integrated into current services
but hospice patients identified.

c. Independently Owmed

4. Do you currently contract for any hospice services: Yes Yo
If yves, please indicate the type of service:

Home Care Inpatient Other, Please Indicate:

5. Check the licensure category within which your hospice 4
program exists (if any):

Licensed HH Agency !
Acute Care Hospital

Intermediate Care Facility

SNF

Hospice

Other

No License
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{ V. "WEIGHTED'" STANDARDS

) Please feel free to indicate with a "W'" in the left hand margin, those character-
1 istics which you feel most indicate compliance with a goal.

VI. WHERE DO WE GO FROM HERE?

At the conclusion of the pilot tests in August, we will again review the standards
and the self-assessment and survey guide with regard to the results of the pilot tests
and the written comment received to date. Then the following process will occur:

1. A draft will be presented to the Hospice Advisory Committee for vote of approval
in October 1982.

2. The approved draft will be presented along with study results at two workshops

T at the NHO Annual Meeting in November in Washington, D.C.

y 3. The approved draft will also be presented to the Standards and Survey Procedure
Committee of the JCAH for approval in November 1982.

4. The draft approved by the S-SP committee will be presented to the Board of
Commissioners of the JCAH in December of 1982.

} 5. A final report will be filed with the W.K. Kellogg Foundation and the final

) draft prepared for publication.

At this time, no accrediting body has chosen to initiate national hospice program
accreditation.

l Please note this is the last opportunity for input before the final draft is presented
to the above committees.

Your comments, the questionnaire, and the guide as you choose to complete it, are
due to be returned by AUGUST 20, 1982. In view of the above schedule, there will not

be an extended period for comment.

I greatly appreciate your continued time, effort, and cooperation in th%s proje?t.
| With your input, we will be able to produce a document that reflects quality hospice
care for all providers and for the patients and the families they care for. Thank you.

Barbara A. McCann
Hospice Project Director




10.

11.

12.

Is your organization currently certified by:

Medicare
Medicald
Specify type

Is your organization currently accredited by:

NLN/APHA

JCAH

Other

Not accredited

Is your organization:

Profit
Nonprofit

Is your 2naual hospice operating budget:

Under 25,000
25,000 to 75,000
75,000 to 150,000
150,000 to 300,000
Over 300,000

Source of Funds (by percentage):

Fees (private pay)
Foundations

Donations

Medicare

Medicaid

Private Insurance
Other (please specify)

11

Do you currently bill the following for services provided to hospice patients:

Medicare Yes No
Medicaid Yes No
Blue Cross/Blue Shield Yes No
Other

Do you feel there is a need for the establishment of "voluntary accreditatiom"
for hospice care?

Yes No

(Please check one)
a. Within the next year

b. Within the next one to two years.
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13.

14,

15.

16.

17.

-3 -

1f a voluntary accreditation program was available, would your organization participate?

Yes No

A. 1If you answered no, is the basis of your reply (please check one)
a. Lack of funds for
accreditation.

b. Do not feel accreditation
is necessary.

If funding was available to assist with the cost of accreditation based on program
budget and determined need, would your program participate in voluntary accreditation?

Yes No

Which of the following organizations would you prefer to provide am accreditatiom
program for a Hospice (indiate first, second, third choice):

Federal Government
State Government
JCAH
NHQ
NLN/APHA
Other (please specify)

£1,000.00
1,000.00
1,500.00
2,000.00
3,000.00

If your facility is presently accredited, would you prefer the Hospice survey for
accreditation to be done concurrently?

Yes No

A. If yes, please indicate current accrediting body:

JCAH
NLN/APEA
Other, please indicate:

Additional Comments:

Thank You.

Please return to: Barbara A. McCann
Hospice Project Director
.Joint Commission on Accreditation of Hospitals

875 N. Michigan Ave.
Cthiraon TT  ANAI1




SUPPLEMENTARY MATERIAL FOR ASSISTANCE IN THE REVIEW OF

THE PROPOSED HOSPICE PROJECT SELF ASSESSMENT AND SURVEY GUIDE

I. SELF-ASSESSMENT AND SURVEY GUIDE DEVELOPMENT

The self-assessment and survey guide was developed through a series of steps
in the past four months. The primary source document was the original draft of the
Hospice Project Standards presented to the field for review in February 1982, with a
comment period which ended June 4, 1982. The enclosed guide is the result of the
following process:

1. Review by members of the Hospice Advisory Committee which includes represen-
tatives of the Narional Hospice Organization, and other major health care
organizationms.

2. Review by the JCAH staff of all current accreditation and standards develop-
ment programs.

3. Review by the national hospice project consultant and review panel members
who represent hospice providers in hospital~based, home health agency based,
and independently owned hospice programs throughout the country as well
as independent consultants in the field.

4. Recommended revisions from the 666 participants at the six national JCAH
sponsored standards conferences, and the three NHO sponsored presentatioms.

5. Written comments received from providers and professional health care
organizations, and third party payors throughout the country.

Our goal has been to preseat a draft for your review and comment which we feel
encompasses the recommended revisions received to date in review, as well as maintains
those elements relating to quality hospice care.

II. THE "ANATOMY" OF THE SELF-ASSESSMENT AND SURVEY GUIDE

As in the original document, a chapter consists of several goals. The goals as
stated in the draft guide are in many cases REVISED GOALS AS A RESULT OF THE FIELD
REVIEW. To date this is the only document that reflects the majority of changes
recommended in the review process, please note and comment on those changes.

The characteristics noted following each goal are those measurable elements
identified which we feel denote ccmpliance with the goal. Please remember the following
elements in your review:

1. YNo one hospice program can meet all the characteristics as stated, the
standards represent an achievable, but optimal level of care-goals to be
attained in maay cases.

Not all characteristics are surveyed. Thera are "weighted' characteristics

in each chapter that will ultimately define ccmpliance with a goal. These

will be determined based on your input.

3. Some characteristics are not applicable based on the size, complexity, and
make-up of your program. For example, a small volunteer program would
indicate that the complex characteristics relating *to administration and
organization are not applicable. However the goal for glanning and
management is. The larger hospice programs would respond to the variety of
organizational questions. Or simply, the characteristic may not be
applicable because you do not provide that service.

(3%
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III.

Please remember the concept of "equivalency”, if the intent of the goal or
characteristic is met by a mechanism other than what is defined as in the guide,
that does constitute compliance.

THE REVIEW PROCESS: COMMENT AND INFORMATION PROVIDED

IV.

The review process consists of two parts for this document, and we request your

participation in both segments.

A. The Questionnaire

We are asking that you complete the initial three page short questionnaira to
again provide us with important information about where hospice programs are
now and your feelings about accreditation in the future.

B. The Self-Assessment and Survey Guide

We will be field testing the standards and the guide at fifteen programs
during the summer. The programs are hospital-based, home health agency based,
and independently owned hospice programs; they are inpatient and home care only
programs, and some who offer both either through written or verbal agreement;
some have all paid professional staff, some have one or two paid staff, and the
remainder are volunteers; they are in both rural and urban areas.

However we would like more information as to what is achievable now in
hospice care. Therefore we want information from more than just fifteen sites.
So I am asking that you respond to the guide in your review AS IF YOU WERE
GOING TO BE SURVEYED, and return that information to us. A word of cautiom, this
information will be used to de-ermine a level of compliance for the country.
If you feel your program cannot meet a characteristic, please indicate non-compli-
ance. If the majority of programs cannot. meet a given characteristic perhaps
it should be modified or not weighted heavily in an accreditation decisionm.

NOTE: All information accumulated will be held in confidence, and reports
will be stated only in the aggregate. If you do not feel comfortable returning
the information and being identified, please complete the questiomnaire without
stating the name of your organization.

THE RATING SCALE:

The following is the rating scale guide with some examples:

1= Substantial compliance The intent ‘of the characteristic is met.
2= Significant compliance There is evidence that you are taking actiom
to meet the intent of the characteristic and
you will be compliunt within the next two months.

3= Partial compliance There is evidence of a plan to meet the intent,
but time is required to evaluate if the intent
will be met.

4= Minimal compliance Evidence of efforts to meet the intent have

been initiated, but are minimal.
5= No compliance
6= Yot Applicable
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